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I. EXECUTIVE SUMMARY

This 1s the Independent Reviewer’s nineteenth Report on the status of compliance with the
Provisions of the Settlement Agreement (Agreement) between the Parties to the Agreement: the
Commonwealth of Virginia (the Commonwealth) and the United States, represented by the
Department of Justice (DOJ). This Report documents and discusses the Commonwealth’s efforts
and the status of its progress during the Nineteenth Review Period, April 1, 2021 — September 30,
2021.

Throughout this Period, COVID-19 continued to impact the lives of thousands of Virginians with
IDD, as well as their caregivers and service providers. The Commonwealth devoted a significant
amount of attention and resources to reducing the pandemic’s negative repercussions; it deserves
commendation for simultaneously continuing its efforts toward achieving the Agreement’s

requirements.

With vaccines more readily available, and a resulting decline in the number of severe COVID-19
cases, Virginia was able to ease some of its tighter precautions at the beginning of this Period. This
allowed DBHDS’s oversight mechanisms to substantially renew face-to-face and onsite
assessments, although stakeholders who continued to have concerns advocated for maintaining

telehealth visits.

The Commonwealth’s continued efforts led to notable improvements and the achievement of

many Compliance Indicators. Highlights of these accomplishments include:

e With the resumption of onsite observations and interviews, DBHDS’s Office of Licensing
(OL) completed its assessments of the adequacy of provider supports and services, and
therefore met the applicable Indicator for the first time as well as meeting six other
Indicators.

e Together with OL’s Special Investigations Unit, the Mortality Review Committee (MRC)
implemented new and refined processes, expanded its information gathering efforts,
improved its determinations of potentially preventable deaths, and reduced the number of
deaths categorized from an unknown cause. The MRC met four Indicators for the first
time.

e DBHDS assigned additional staff to provide guidance and intensified its efforts resulting in

the Regional Support Teams meeting ten Indicators for the first time.
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e DBHDS finalized and distributed its Practice Guidelines and its Behavior Support Plan Adherence
Review Instrument (BSPARI). This represented a significant milestone. For the first time, the
Practice Guidelines established a sound basis for behavioral programming standards, and
BSPARI became the Department’s first monitoring tool to determine the extent to which

providers adhere to these standards.

Despite these successes and other ongoing important work, long-standing and unresolved obstacles
continued to compromise Virginia’s progress toward achieving compliance with the remaining

Provisions.

Once again, the most impactful among these obstacles was the lack of reliable and valid data for
compliance reporting. Although DBHDS continued to place significant focus on this issue, the
functionality of the Commonwealth’s quality and risk management system continued to be severely
hampered. Virginia’s ability to effectively identify and implement needed improvements to its
service systems will remain compromised until DBHDS can determine that its sources provide data

that are both valid and reliable.

Reliable and valid data are the fuel for any effective quality and risk management system. In
addition to this fuel, components of a workable system must include performance standards,
monitoring tools that can assess adherence to these standards, and qualified reviewers who can

properly determine when standards are met or unmet.

Some evaluation tools require clinical qualifications and expertise. For example, the Individual
Services Review (ISR), conducted during this Period by qualified clinicians, identified significant
service inadequacies for individuals with intense behavioral needs. This was in sharp contrast to
the evaluation conducted by DBHDS’s Quality Service Reviews (QSR) vendor’s non-clinical
auditors, who found, for nearly all of these same individuals, that their needs were met. The
inadequacies found by the ISR’s clinical reviewers provide important and substantial information
for the development of the Commonwealth’s much needed and targeted Quality Improvement
(QI) initiatives. In comparison, the QSR non-clinical auditors’ findings did not identify any strong

need for system-wide QI initiatives.

Even though the ISR study identified clear discrepancies with the QSR findings, the comparison
did not establish whether the basis for the discrepancies was due to the QSR’s inadequate standards

or tools, or due to the reviewers’ inadequate training and qualifications.
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The status of services in 2020 for individuals with intense behavioral needs was prior to Virginia
establishing standards for such services in 2021 in the Practice Guidelines. Completing the ISR/QSR
discrepancy study has now established a baseline for the quality of behavioral services prior to the
new service standards coming into effect. Regardless, the study comparison did clarify that

DBHDS’s QSR process was inadequate and needs substantial improvements.

The findings of the ISR/QSR discrepancy study again identified serious shortcomings in the
availability and adequacy of Virginia’s behavioral services for individuals with intense behavioral
needs. Even though DBHDS now has its Practice Guidelines and BSPARI, all reviewers must have
sufficient qualifications and training to make appropriate judgments. These judgments can then
lead to accurate and sufficient conclusions that support the development of effective quality
improvements. The most serious problem for any quality system 1s a review process that does not

correctly and thoroughly identify problems and obstacles that must be addressed and resolved.

External oversight and evaluation systems that do not dependably identify significant service
system problems, frequently ones that are known to exist, as well as information about their root
causes, do not work. Instead, they create insidious problems for all involved, threatening the
viability of the Commonwealth’s entire quality and risk management system. Inadequate
monitoring systems waste resources, frustrate those who provide and use the information, and
squander the trust of the very stakeholders — providers, CGSBs, individuals and family care givers —

whose support is needed to effectively implement quality improvement initiatives.

Although Virginia planned and implemented additional initiatives, by the end of this Review
Period the Commonwealth had still not responded sufficiently to resolving several known and
persistent obstacles that are critical to achieving the remaining Provisions of the Agreement.

Examples include:

e As referenced above, DBHDS has not determined that its information sources provide
reliable and valid data for compliance reporting;

e Virginia does not have a sufficient number of qualified behavioral specialists and
experienced residential and day service providers with available capacity to meet the
service needs of individuals with significant behavioral challenges;

e Providers are not reporting information from their quality improvement programs;

e The DMAS transportation process does not include a suitable method for determining

reliable non-emergency medical transportation; and
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e  DMAS still uses an inadequate provider training monitoring process.

Subsequent to the Nineteenth Review Period, the Commonwealth agreed to curative actions to
address and fulfill its obligations related to several of the Compliance Indicators that it has not yet
met: these actions were jointly filed by the Parties with the Court in October and November 2021.
Negotiating and agreeing to these curative actions reflects Virginia’s continued efforts to achieve

compliance with the Settlement Agreement’s Provisions and their Compliance Indicators.

Following this Period’s studies of the status of 23 Provisions and 166 of their associated Compliance
Indicators, the Independent Reviewer determined that Virginia has met 100 of these 166
Indicators (60%), compared with meeting 52 of these Indicators (31%) during the Seventeenth
Period a year ago. Caution should be exercised in reviewing this data, however, due to the unequal

value of the various Indicators.

Moving forward, the Independent Reviewer strongly recommends that the Commonwealth
immediately concentrate on resolving the obstacle of the lack of reliable and valid data. This will
then allow achievement of many of the remaining Compliance Indicators, as well as the

development of an effective quality and risk management system.



II. DISCUSSION OF COMPLIANCE FINDINGS

A. Methodology

For this Nineteenth Review Period, the Independent Reviewer prioritized the following areas in

order to monitor the Commonwealth’s compliance with the requirements of the Agreement:

e Quality and Risk Management;

e Behavioral Programming;

e Provider Training;

e Quality Improvement Programs;

e Integrated Day Activities and Supported Employment;
e Transportation;

e Regional Support Teams;

e Mortality Review;

e Office of Licensing/Office of Human Rights;
e Regional Quality Councils; and

e Public Reporting.

To analyze and assess Virginia’s performance across these areas and their associated Compliance

Indicators, the Independent Reviewer retained eleven consultants to assist in:

e Reviewing data and documentation produced by the Commonwealth in response to
requests by the Independent Reviewer, his consultants and the Department of Justice;

e Discussing progress and challenges during regularly scheduled Parties’ meetings and in
work sessions with Virginia officials;

¢ Examining and evaluating documentation of supports provided to individuals;

e Interviewing caregivers, provider staff, and stakeholders;

e Verifying the Commonwealth’s determinations that its data sources provide reliable and
valid data that are available for compliance reporting; and

e Determining the extent to which Virginia maintains documentation that demonstrates it

meets all Compliance Indicators and achieves Compliance with the Provisions.



The Independent Reviewer focused all Nineteenth Period studies on:

e The respective Provisions that the Commonwealth had not yet achieved and their
associated Compliance Indicators, and
e Whether Virginia had maintained Sustained Compliance for the Provisions that it had

achieved previously.

To ensure that the Independent Reviewer had the facts necessary to determine whether the
Commonwealth had met the metrics of the Indicators and achieved Compliance, Virginia was

asked to provide sufficient documentation that would:

e “Prove its Case” for having achieved all Indicators for the Provisions being studied, and
e Provide its assessments and findings that its data sources for the Provisions being studied

provide reliable and valid data for compliance reporting.

To determine any ratings of Compliance for the Nineteenth Review Period, the Independent
Reviewer considered information provided by the Commonwealth prior to October 15, 2021, and
responses to consultant requests for clarifying information up to November 1, 2021. To determine
whether Virginia had met the Compliance Indicators and achieved the Provisions studied, the
Independent Reviewer considered the findings and conclusions from the consultants’ studies, the

Commonwealth’s planning and progress reports and documents, as well as other sources.

The Independent Reviewer’s determinations that Compliance Indicators have or have not been
met, and the extent to which Virginia has achieved Compliance, are best understood by reviewing
the Discussion of Compliance Findings and the consultants’ reports, which are included in the
Appendices. To protect individuals’ private health information, the summaries from the studies of
individuals’ services included in the respective consultant reports are provided to the Parties under

seal.

For each study, the Commonwealth was asked to provide its records that document the proper
implementation of the Provisions and the associated Compliance Indicators being reviewed.
Information that was not provided for the studies was not considered in the consultants’ reports or
in the Independent Reviewer’s findings and conclusions. If Virginia did not provide sufficient
documentation, the Independent Reviewer determined that it had not demonstrated meeting the

associated Compliance Indicator(s).



Since DBHDS has not yet found that its sources provide reliable and valid data for compliance
reporting, the Independent Reviewer’s ratings of “met*” are not yet final and cannot be used for

Compliance determinations, but rather are for illustrative purposes only.
Finally, as required by the Agreement, the Independent Reviewer submitted this Report to the

Parties in draft form for their comments. The Independent Reviewer considered any comments

by the Parties before finalizing and submitting this Nineteenth Report to the Court.

B. Discussion of Compliance Findings

1. Quality and Risk Management

Background

Section V of the Agreement requires the Commonwealth to develop and implement a Quality and
Risk Management (QRM) System, “to ensure that all services for individuals receiving services ...
are of good quality, meet individual’s needs, ... and ... to ensure that appropriate services are

available and accessible for individuals in the target population ... ”

Reliable and valid data are the sole, essential fuel for the effective operation of any QRM system,
especially one that seeks to ensure that the services provided to individuals with IDD “are of good
quality.” In the Agreement, Virginia committed that it would begin to collect and analyze reliable
data by June 30, 2014. Ever since then, however, the Independent Reviewer has consistently

reported problems with the reliability of the Commonwealth’s data.

During the Thirteenth Review Period, in the fall of 2018, the Independent Reviewer identified
significant concerns with the adequacy of DBHDS’s QRM system’s framework (i.e., its structure
and operations), and urged Virginia to create a comprehensive data quality improvement plan
with specific steps and milestones. Its purpose was to expand and improve the quantity and quality

of data to measure performance and to provide a structure for greater accountability.

A year later, at the time of the Fifteenth Period review in 2019, the consultant’s study documented
that DBHDS’s Office of Data Quality and Visualization (Office of DQV) had implemented a
multi-phase initiative that delved deeply into the basis of data reliability and validity across multiple
source systems. Their Data Quality Momitoring Plan indicated the Department’s intent to complete a

multi-phase structural assessment of twelve such systems. Overall, these source system assessments
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conducted in late 2019 and early 2020 were thorough and objective; and they found data reliability

concerns across the board.

At the same time, in the fall of 2019, the Independent Reviewer reported that the functionality of
the Commonwealth’s QRM framework was severely hampered by the lack of valid and reliable

data across much of the service system.

Studies conducted over the previous few years had consistently found that problems with data
reliability and validity had negatively impacted the ability of DBHDS to complete meaningful
analyses of the various data collected, so much so that needed improvements could not be
effectively identified and implemented. In recognition of the inherent flaws in their data source
systems, DBHDS had developed various “work-arounds” (i.e., manual processes) to enhance the
reliability of the data these systems produced. However, many of those work-around processes
were not documented and were, therefore, subject to interpretation, variations and human error.
Without documented data provenance, DBHDS was not able to demonstrate that data were

reliable.

For the Seventeenth Period review in the fall of 2020, the Independent Reviewer again requested
that DBHDS provide documentation that showed its Office of DQV had completed the required
annual reliability and validity assessments of its data sources, and had determined that these source
systems provided reliable and valid data for compliance reporting. DBHDS responded that the

annual assessments would not take place until June 2021.

The Seventeenth Period study found that DBHDS’s documentation acknowledged that its data
reliability problems had continued, and that problems previously identified by its assessments had
not been remedied. To provide reliable data, the Department determined that it was essential to
prioritize recommendations from the Data Quality Monitoring Plan and to align these results with
their Information Technology (I'T) department’s strategic plans. Until that occurred, DBHDS’s
data source systems would likely continue to produce unreliable data for compliance reporting.
This was an important finding, especially in light of the Parties” Compliance Indicator agreement
in early 2020 that Virginia‘s data sources would be used for compliance reporting only after

DBHDS found that its data sources produced reliable and valid data.

Despite these ongoing data reliability and validity issues, during the Seventeenth Review Period
DBHDS maintained a serious and concerted management focus that allowed the Department to

achieve 12 of the 50 QRM Compliance Indicators for the first time.
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Regarding Provision V.C.4.’s nine Indicators, the Commonwealth achieved six Indicators 32.01,
32.02, 32.05, 32.06, 32.08 and 32.09; it did not meet three Indicators 32.03, 32.04 and 32.07.

Regarding Provision V.D.1.’s eight Indicators, Virginia achieved five Indicators 35.01-35.04 and
35.00; it did not meet three Indicators 35.05, 35.07 and 35.08.

Regarding Provision V.D.2.a.-d.’s eight Indicators, the Commonwealth met 36.01 and did not
meet Indicators 36.02-36.08.

Regarding Provision V.D.3.’s 24 Indicators, Virginia achieved one Indicator 37.03; it did not meet
21 Indicators 37.04-37.24. The Independent Reviewer was not able to determine whether the

Commonwealth achieved the remaining two Indicators 37.01 and 37.02.

Regarding Provision V.D.4., Virginia did not meet the single Indicator 38.01.

Nineteenth Period Study

For the latest study, the Independent Reviewer retained the same independent consultant to assess
the status of Virginia’s QRM System. DBHDS was asked to provide the necessary documentation
and arrange interviews for the review. There was, however, a significant and unfortunate delay in

the Department’s production of the requested documents and in the arrangement of interviews.

As a result, some aspects of the proposed study methodology (e.g., interviews with a sample of
providers, CGSBs and Regional Council members) could not be completed as originally planned.
As well, the review of DBHDS’s Quality Service Reviews (QSR) process had not been fully
completed and was postponed until a future review period. In addition, many documents were not

provided in time for the consultant to complete any independent verification of their content.

For this Nineteenth Period Review, despite the delay, the consultant determined that the
Commonwealth did make some progress toward meeting the Compliance Indicators associated
with the QRM System Provisions that were not previously achieved. DBHDS collected
considerable data from various sources and took steps to improve data quality, such as defining

some data provenance and data manual processes.

However, based on interviews and reviews of the Department’s documentation, DBHDS had not

sufficiently addressed the findings and recommendations of its own assessments. Although the
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Department had taken some steps to improve data quality in eight of the twelve previously-studied
source systems, it had not fulfilled the associated Indicator requirements to remedy the substantive
reliability and validity problems, complete assessments that verified that the data provided were
now reliable and valid, or make the required determinations that any of'its source systems produced

valid and reliable data for compliance reporting.

During this Period, Virginia’s lack of reliable and valid data continued as an overarching theme
that negatively impacted DBHDS’s ability to recommend, develop and implement required quality
improvement initiatives, and also to fulfill its own commitment to Continuous Quality

Improvement, as described in the Department’s Quality Management Plan.

It is important to note that in June 2021, DBHDS produced its Data Quality Monitoring Plan —
Reassessment and Actionable Recommendations (Plan) to address the requirements of Provision V.D.3.’s
Indicator 37.07, in accordance with Provision V.D.2.’s Indicators 36.01 and 36.05. Although the
Plan appeared thorough and promising, it did not include an estimated time frame for the
Department to find that its data sources provide reliable and valid data for compliance reporting.
This means that the Commonwealth’s data source systems will not provide reliable and valid data
for compliance reporting for its performance during the next Twentieth Review Period, October
1, 2021 — March 31, 2022.

For Virginia’s status related to the following QRM System Provisions, the consultant’s report
highlighted the following:

Provision V.C.4.
This Period’s review examined the progress DBHDS had made in offering training and guidance

to providers on proactively identifying risks of harm, conducting root cause analyses and
developing and monitoring corrective actions. The Department continued a positive trend of
expanding on the availability of, and updates to, the training and guidance to providers on these

topics.

Compliance Indicator 32.07 requires that DBHDS use data and information from risk
management activities to identify topics for future content; make determinations as to when
existing content needs to be revised; and identify providers that are in need of additional technical
assistance or other corrective action. But, as described above, since DBHDS had not found its data

sources to be valid and reliable, they cannot be used for compliance reporting. In addition, the
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Department did not provide sufficient evidence to show that it had required providers previously

found to be non-compliant with risk management requirements to complete the requisite training.

Provision V.D.1.
This study considered the extent to which DBHDS operated its HCBS Waivers in accordance with

the Center for Medicaid and Medicare Services (CMS) approved Waiver quality improvement
plan, including the review of Waiver performance measures in six domains (i.e., the Waiver
Assurances.). The review found that the CMS-approved Waiver quality improvement plan
included content that addressed all of the required criteria, that DMAS and DBHDS had
developed Waiver performance measures that were posted on the CMS and DBHDS websites,
and that the Quality Review Team (QRT) reviewed these performance measures quarterly.
However, once again the lack of valid and reliable data hampered the ability of the QRT to make
accurate analyses, and the QRT minutes continued to show that the Team often failed to focus on
systemic remediation. The QRT issued an end-of-year report, but it was not available in time for

this study.

V.D.2.a.-d.

This review studied the progress DBHDS had made toward its ability to collect and analyze reliable
and valid data with regard to availability, accessibility and quality of services to people in the target
population, and the progress the Department had made in the development and implementation
of performance measures and associated surveillance data. As described above, DBHDS issued
updates to its Data Quality Monitoring Plan, but had not completed an annual (i.e., within 365 days

of the previous) review of its data source systems.

In addition, the Office of DQV had not consistently completed a review of the data collection
methodologies that DBHDS used to collect Performance Measure Indicator (PMI) data. Many
PMIs had not been reviewed in the past 12 months or following modifications to the data collection
methodology, and some had not been reviewed at all. Overall, the lack of valid and reliable data
yet again negatively impacted the Commonwealth’s ability to meet some of this Provision’s

Indicators.

V.D.3.
This study reviewed the progress DBHDS had made toward the development of specific measures

in the eight domains specified in this Provision (i.e., safety and freedom from harm; physical,

mental, and behavioral health and wellbeing; avoiding crises; stability; choice and self-
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determination; community inclusion; access to services; and, provider capacity). It also examined

the Key Performance Areas (KPAs) and related data collection methodologies and sources.

DBHDS had established quality committees and workgroups and had designated each with
specific responsibilities for developing and monitoring measures and collecting surveillance data in
each of the eight domains. However, although the surveillance data to be collected were finalized,
the KPA work groups had not identified the data to be reviewed or where to obtain the data.
Opverall, the implementation of the monitoring and measuring responsibilities continued to be

negatively impacted by the lack of valid and reliable data.

V.D 4.

This review examined the progress DBHDS had made in the collection and analyses of data from

a set of prescribed sources. The single Indicator for this Provision requires Virginia to collect and
analyze data from 13 source systems, at a minimum. At the time of this study, the Department
continued to collect data from all of the designated sources, as required. While the Data Quality
Monitoring Plan Source System Annual Update, dated April 2021, outlined some steps taken to improve
data quality in eight of the previously-studied source systems, DBHDS did not assert that any of
the source systems produced valid and reliable data. Due to the Department’s significant delay in
providing documents for review, this study could not complete any independent examination of
the implementation of the improvements listed and could not validate the assertions or the extent
to which any of them might have sufficiently ameliorated the previously-identified concerns and

deficiencies.

See the consultant’s full report in Appendix H.

Conclusion
The Nineteenth Period study concluded that the Commonwealth has met* 29 of the 50
Compliance Indicators for Provisions V.C.4., V.D.1., V.D.2.a.-d., V.D.3. and V.D.4., compared

with having met just 12 of these Indicators during the Seventeenth Period’s review.
Regarding Provision V.C.4.’s nine Indicators, Virginia has again met six Indicators 32.01, 32.02,

32.05, 32.06, 32.08 and 32.09, but has not achieved three Indicators 32.03, 32.04, and 32.07.

Therefore, the Commonwealth remains in Non-Compliance with this Provision.
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Regarding Provision V.D.1.’s eight Indicators, Virginia has met just two Indicators 35.02 and
35.04, but has not achieved six Indicators 35.01, 35.03, 35.05-35.08. Therefore, the

Commonwealth remains in Non-Compliance with this Provision.

Regarding Provision V.D.2.a.-d.’s eight Indicators, Virginia has met just two Indicators 36.02*
and 36.07*, but has not achieved six Indicators 36.01, 36.03 — 36.06, and 36.08. Therefore, the

Commonwealth remains in Non-Compliance with this Provision.

Regarding Provision V.D.3.’s 24 Indicators, Virginia has met 19 Indicators 37.01%, 37.03, 37.04,
37.08 —37.10%, 37.11, 37.12%, 37.13, 37.14*, 37.15, 37.16*, 37.18%, 37.19, 37.20%*, 37.21, 37.22%,
37.23 and 37.24*., but has not achieved 5 Indicators 37.02, 37.05, 37.06, 37.07, 37.17, Therefore,

the Commonwealth remains in Non-Compliance with this Provision.

Regarding Provision V.D.4., Virginia has not achieved Compliance Indicator 38.01. Therefore,

the Commonwealth remains in Non-Compliance with this Provision.

*Note: Since DBHDS has not yet found that its sources provide reliable and valid data for
compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.

2. Behavioral Services

Background

The importance of the Commonwealth’s service system in meeting the needs of individuals with
complex behavioral and/or medical needs is highlighted throughout the Agreement. To comply
with its obligations, Virginia agreed to develop and implement several quality review processes to
ensure that its programs are of good quality, protect people with IDD from harm and are

appropriately meeting the needs of the individuals served.

One of these processes 1s the annual Quality Service Reviews (QSR), which is required to collect
information from face-to-face interviews, face-to-face assessments, and on-site direct observations
of the individual’s program settings. The QSR reviewers determine whether providers have
identified and met the individual’s needs, including behavioral and/or medical support needs. In
addition, the information collected from the QQSRs is to be used to improve practice and the quality

of services on the provider, CGSB, and system-wide levels.
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For each of his Reports to the Court, the Independent Reviewer has examined either the
behavioral or medical supports provided to a cohort of individuals with IDD. To conduct these
examinations, he developed, together with an independent consultant, an Individual Services
Review (ISR) methodology and Monitoring Questionnaire. Each of the cohorts for these ISR
studies was selected to provide information regarding the extent to which the Commonwealth’s
community-based service system identified and met the support requirements of individuals with

complex medical or behavioral needs.

The Seventeenth Period ISR study in 2020 focused on individuals with complex behavioral needs.
This review was initially designed to determine whether Virginia’s QSR process was sufficient to
identify whether the needs of individuals with intense behaviors were met and whether providers
kept these service recipients safe from harm. However, a complete round of DBHDS’s revised
QSR process had not been completed, and the facts needed to make this judgment were not

available for analysis. So the scope of the study was narrowed accordingly.

Overall, the consultants’ findings from the 2020 ISR study were comparable to those from previous
reviews. It documented that the Commonwealth’s community-based service system lacked
standards for what constitutes both an adequate behavior program and appropriate
implementation. The 2020 ISR study also concluded that Virginia’s service system lacked a
sufficient number of behavioral specialists, as well as residential and day activities service providers,
all with the requisite level of experience, expertise and available capacity. Furthermore, it
determined that most of the Commonwealth’s current behavioral programming did not meet
generally accepted standards and practice recommendations. Finally, if Virginia’s community-
based system was to meet the behavioral support needs of individuals with IDD receiving Waiver-
funded services, the ISR study strongly recommended that action be taken to address and resolve
both the limited access to behavioral services and the failure to meet the minimum elements

required for adequate behavioral programming.

Nineteenth Period Study

Since the 2020 Seventeenth Period study, the Commonwealth took some steps to address the
findings of inadequate behavioral programming. For example, Virginia incorporated standards for
an adequate behavioral support plan into its permanent DD Waiver regulations, and produced the
Practice Guidelines that defined the minimum elements that constitute an adequately designed

behavioral program. These actions resulted in the Commonwealth meeting two of Provision
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III.C.6.a.1-111.’s Compliance Indicators, namely 7.15 and 7.17. Additionally, DBHDS issued Case
Management Training after the Waiver regulations became effective on March 31, 2021.

For the Nineteenth Review Period study, the same lead consultant was retained, together with
three other Board Certified Behavior Analysts (BCBAs), to assess Virginia’s performance regarding

its obligations related to behavioral programming for individuals with IDD.

This ISR study was designed to specifically examine two of the Compliance Indicators under
Provisions V.I.1. and V.I.2., namely 51.05 and 52.01 respectively. These require QSRs to assess,
on both a system-wide level and on an individual service-recipient level, whether providers are
keeping individuals safe from harm and are providing access to treatment, and whether individuals’

needs are identified and met.

In addition, the purpose of this Period’s review was to identify whether there were discrepancies
between the QSR vendor’s non-clinical auditors who had completed the 2020 QSR study, and the
determinations of the four clinically qualified ISR reviewers, all with extensive experience in the
provision of behavioral services to individuals with significant challenging behaviors in community-
based settings. The study again utilized the Independent Reviewer’s Indwidual Services Review
Monzitoring Questionnaire to determine whether the selected individuals’ needs for behavioral services
were met. T'o gather additional information about the status of behavioral programming in 2020,
the study also used the minimum elements for behavioral services that involve the use of a Behavior
Support Plan (BSP), as detailed in DBHDS’s Practice Guidelines.

The ISR study’s findings were based on the reviews of a randomly selected sample of 40 individuals
who were evaluated during the 2020 QSR study, and whose Service Eligibility Assessment scores
were Level 7, the level for individuals with intense behavioral needs. These ISR reviews included
interviews with residential providers and, in some instances, behavioral specialists, as well as the
examination of numerous documents regarding the individual, including, when available, BSPs,

Functional Behavioral Assessments (FBAs), and Individual Support Plans (ISPs).

At the onset, the Independent Reviewer and his consultants randomly selected the names of the
40 individuals from a DBHDS list of those who were purported to have been evaluated during the
Department’s 2020 QSR study. However, as the review unfolded, it became clear that information
about nine of the individuals had not been included in the findings from the QSR study under

examination.
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Further, it should be noted that the provided documentation utilized by the ISR reviewers may
have been considerably different from the documents available to and reviewed by the QSR

auditors.

Following are key points of the ISR study’s findings:

e Of the 31 individuals reviewed, the ISR clinical reviewers found that seven (22.6%) were
not protected from harm and could not access necessary treatment. The QSR auditors, in
comparison, identified only one (3.23%) of these seven individuals.

e The ISR reviewers identified 28 individuals (90.3%) who did not have their needs identified
and met, including those related to health and safety. The QSR auditors had identified
only one of these 28 individuals (3.6%).

e The ISR reviewers found that a substantial percentage of individuals in the sample who
needed access to behavioral programming were not receiving it. Of the 23 individuals
without BSPs in place and implemented, the ISPs for ten of these individuals (43%) had
documented that a BSP was needed.

e Most of the behavioral programming provided in 2020 to the individuals in the sample did

not meet the minimum service standards prescribed in 2021 by DBHDS’s Practice Guidelines.

These findings indicate the baseline status of behavioral services prior to DBHDS’s introduction
of minimum standards and the substantial improvements needed to meet these standards in the
future. Improving access to available behavioral services that meet minimum quality standards is
critically important for many individuals in the target population, especially those with Supports
Intensity Scale (SIS) Level 7 needs and Waiver-funded services. The majority of the individuals
reviewed in the ISR study had demonstrated unsafe behavior that placed themselves and others at
risk, and negatively impacted their quality of life, ability to learn or to generalize already learned

skills and achieve greater independence.

The ISR study findings identified two issues that require the Commonwealth’s further attention

and review:

e The level of need for behavioral services and support was determined by the clinically
trained ISR reviewers to be much higher than documented in the individuals’ ISPs. During
the early years of the Settlement Agreement, the ISR studies found that ISPs, especially for
individuals with complex needs, did not recommend referrals for crisis services, integrated

day activities, supported employment, independent housing, or integrated residential
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service options. However, once Virginia developed and improved the availability and
quality of such services, they were more frequently included in individuals’ ISPs. It is the
considered opinion of the Independent Reviewer that the lack of available quality services
is a significant factor for these services not being included in individuals’ ISPs.

e The case managers’ on-site visit tools were not adequately or correctly completed for a
number of individuals. For example, for individual #24, the on-site visit tool indicated that
all services were implemented appropriately, even though the FBA was over two years out
of date and written for a previous placement. The case manager who completed this on-
site tool also answered “Not Applicable” to the question of whether behavioral supports

were available and occurring as authorized.
See Appendix A for the consultants’ full description and analysis of the ISR study’s findings.

Conclusion

Regarding Provision III.C.6.a.i-iii., the Commonwealth met Compliance Indicators 7.15 and 7.17.

Regarding Provision V.I.1.; Virginia did not achieve Compliance Indicator 51.03, so therefore

remains in Non-Compliance.

Regarding Provision V.I.2., the Commonwealth did not meet Compliance Indicator 52.01, so

therefore remains in Non-Compliance.

3.  Provider Training

Background
The Provider Training Provisions V.H.1. and V.H.2. have 16 associated Compliance Indicators
that focus on the training and supervision of all staff providing services to the individuals at the

heart of the Settlement Agreement.

The detailed requirements of these Indicators (49.01-49.13 and 50.01-50.03) emphasize the
importance of specific mandated core competencies for all staff. For example, Direct Support
Professionals (DSPs) and their supervisors must demonstrate the knowledge and skills to provide
supports that meet individuals’ needs, whether these competencies involve providing positive
behavioral supports or effective communication, or identifying potential health and safety risks or

opportunities for community integration and social inclusion. To ensure that services under the
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Agreement meet the needs of the individuals with DD Waiver-funded services, the Indicators
require that DSPs and supervisory staff in the DD system successfully complete training, testing

and demonstration of the competencies specific to health and safety.

These competencies include Values that Support Life in the Community, Introduction to
Developmental Disabilities, Waivers for People with Developmental Disabilities, Communication,
and Health and Safety. A description of the competencies and related training materials for each
are available to all DSP and supervisory staff through the Virginia Commonwealth University
training site. This site also contains links to the DSP and DSP Supervisor DD Wawer Orientation and
Competencies Protocol, the Basic Competencies Checklist, and Advanced Competencies Checklists.

During the Seventeenth Review Period in 2020, the Independent Reviewer’s consultant examined
numerous documents that were provided by the Commonwealth to prove it had properly
implemented the Provider Training Provisions. These included previous DD Waiver and Office
of Licensing (OL) regulations, and recent data submitted by DMAS and DBHDS from their
respective provider monitoring processes. The consultant found evidence of considerable effort to
ensure that provider staff were trained in the knowledge and performance competencies required

for the exercise of their job responsibilities.

The Seventeenth Period study concluded that for Provision V.H.l., the Commonwealth met
Indicators 49.01, 49.05 — 49.09, and 49.13. However, Virginia had not met the requirements for
Indicators 49.02 — 49.04 and 49.10 —49.12.

Regarding Provision V.H.2., Virginia met the three associated Indicators 50.01, 50.02 and 50.03,

and therefore commendably achieved Compliance with this Provision for the first time.

Nineteenth Period Study
During this Review Period, the same consultant was retained to assess the Commonwealth’s

performance regarding its obligations related to Provider Training.

The consultant’s review, which included onsite visits, documented that Virginia continued to make
significant progress in its efforts to develop and implement a statewide competency-based core
training curriculum, and to structure and conduct thorough and reliable regulatory oversight of
providers’ implementation of this curriculum. The Commonwealth developed, refined and

delivered useful and effective training curricula to ensure that provider staff can be trained in the
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required knowledge and performance competencies, including protecting the health, safety, and

wellbeing of the individuals with IDD reliant on their support.

Although DMAS and DBHDS continued to conduct oversight to ensure that providers were fully
implementing the competency-based training requirements for DSPs and their supervisors, the
restrictions imposed by the pandemic impacted the methods employed by both Departments.
Although DBHDS’s OL resumed onsite inspections in April 2021, DMAS had discontinued onsite
Quality Management Reviews (QMRs) in mid-March 2020, and continued to use only remote
reviews. The remote inspection processes significantly limited the thoroughness of licensing
inspections as it precluded onsite interviews and the direct observations that result from this to
verify staff competencies. The DMAS QMR record review process does not include these activities

to verify that staff can demonstrate staff competencies.

In time for the beginning of this Review Period, the new DMAS provider training regulations were
finalized and became effective on March 31, 2021. The DMAS QMR process, however, did not
use the new regulations as its basis for determination of regulatory compliance for any time during
this Period.

DMAS decided to incorporate the requirements of these new regulations into its QMR process
and to implement the new regulations in its reviews sometime after October 1, 2021. DMAS
reported that its Health Care Compliance Specialists are to begin conducting the revised QMR

reviews during the first months of the Twentieth Review Period.

At the time of this study, DMAS had not projected a date for completing its detailed set of
instructions that will guide its revised QMR process. Since the consultant was not given even a
draft of these new instructions, they could not be reviewed or their sufficiency verified, especially
regarding the inadequacies already identified both in the soon-to-be-phased-out QMR process and
with its sampling methodology.

Given the delay in the use of the new provider training regulations, the Commonwealth is unlikely
to have performance data produced by the revised process until June 2022 at the earliest.
Meanwhile, Virginia is yet to decide on a large enough sampling size that will be sufficient to allow
findings to be generalized to all DSPs and their supervisors. Once the sampling size 1s determined,
and the new and adequate QMR process is effectively implemented and completed, the
Commonwealth’s monitoring process can then assess the extent to which the requirements for

Indicator 49.04 have been met.
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The current QMR process was found to be inadequate both in evaluating and generalizing its
findings regarding whether all “DSPs/Supervisors, including contracted staf” met the training and

core-competency requirements specified in Indicator 49.02.

The QMR use of provider documentation as the sole basis to verify that the providers’ services
met all Waiver requirements was insufficient for determining Virginia’s achievement of Indicators
49.02 and 49.03. For example, the QMR process did not include a review of the providers’ relevant
policies that require their staff to complete competency-based training, nor of the providers’
procedures that detail how such training is delivered. In addition, the process does not review any
provider documentation at all related to Indicator 49.03. This Indicator states that staff who have
not passed “a knowledge-based test...are accompanied and overseen by other qualified staff...”
The QMR process also does not include interviews with DSPs or their supervisors to verify

information documented on the providers’ Competency Checklist.

Regarding the sampling methodology, DMAS reported that, of the hundreds of service provider
agencies in Virginia with thousands of DSPs and their supervisors providing Waiver-funded
services, the Department conducted and completed QMRS of only 29 providers over nine months,
1.e., from October 1, 2020 — June 30, 2021. DMAS did not provide its sampling calculations or its

confidence level that the QMR findings from these reviews can be generalized to the cohort.

For this Nineteenth Period review, DBHDS provided a final Office of Licensing Guidance for a Quality
Improvement Program to describe how they ensured implementation of the final regulations
(12VAC35-105-620). However, the Department did not provide evidence to show that its licensed
providers, including CSBs, had completed any needed corrective action to address quality

improvement plan deficiencies.

DBHDS’s OL continued to refine its inspection procedures related to its long-standing regulations
addressing the provision of competency-based training for DSPs and their supervisors. The
Department continued to deliver extensive training related to the new regulations. As a result, this
study found that provider policies as well as interviews with provider staff reflected a consistent
level of knowledge about relevant DBHDS licensing requirements. Furthermore, OL continued to
refine its guidance document, the Annual Checklist Compliance Determination Chart — FY 2021, which it
utilized to train Licensing Specialists and as a reference tool while conducting annual inspections.
For this Period’s study, the documents reviewed, the onsite interviews with provider staff and those

with DBHDS Licensing Specialists confirmed that the licensing inspection procedures addressed
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in Indicators 49.08-49.12 were thorough, and that the Licensing Specialists interviewed
demonstrated substantial detailed knowledge of the regulations and the requirements for

evaluating provider adherence to these regulations.

The results from the QMRs conducted by DMAS, including identified trends and patterns, are
consistently presented at the Quarterly Provider Roundtable meetings required by Indicator 49.13.
Providers expressed their appreciation for these meetings and recommended that they be held
every two months, given the significant amount of useful information. Providers also acknowledged
the expanded training, online resources, consultation, and technical assistance available to
clinicians, DSP supervisors and other staff through DBHDS’s Offices of Provider Development
and Integrated Health. These resources are consistent with the requirements of Compliance
Indicators 49.05, 49.07, and 50.01-50.03.

See Appendix G for the consultant’s full report.

Conclusion
The Nineteenth Period Study concluded that the Commonwealth has met 12 of the 16
Compliance Indicators for Provisions V.H.1 (49.01-49.13) and V.H.2 (50.01-50.03), compared

with having met ten of these Indicators during the Seventeenth Period’s review.

Regarding Provision V.H.1, Virginia has met nine Indicators 49.01, 49.05-49.11 and 49.13*, but
has not achieved four Compliance Indicators 49.02*%* 49.03** 49.04 or 49.12. Therefore, the

Commonwealth remains in Non-Compliance with this Provision.

In future Review Periods, when studying Provision V.B.’s Compliance Indicator 29.02, the
Independent Reviewer will determine the extent to which DBHDS’s OL has monitored providers’

implementation and achievements related to Indicators 49.08—49.12.

Regarding Provision V.H.2., Virginia has once again met this Provision’s three Compliance

Indicators 50.01— 50.03, and, therefore, has achieved Sustained Compliance.
*Note: Since DBHDS has not yet found that its sources provide reliable and valid data for

compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.
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**Note: Since the end of the Nineteenth Review Period, the Parties have agreed to curative actions

to address the requirements of Compliance Indicators 49.02 and 49.03.

4. Quality Improvement Programs

Background

The Agreement’s three Provisions for Quality Improvement Programs (i.e., V.E.1.--3.) are focused
on the requirement that all providers, including Training Centers, CSBs, and other community
providers, develop and implement a Quality Improvement (QI) program, including root cause

analyses, that is sufficient to identify and address significant service issues.

The purpose of these QI programs is to ensure good quality services for the health, safety, personal
growth and wellbeing of Virginians with IDD, since effectively implemented QI programs can
ensure that problems are identified and resolved in a timely manner. The Parties had agreed to
these three Provisions and their 11 Compliance Indicators to make sure that the essential elements,
structure and expectations of the QI programs would be implemented, and that performance

measures and reporting expectations would be established.

However, to impose such expectations on all providers, the Commonwealth needed to establish
specific State regulatory requirements for all providers, and gain needed approval by the Governor,

after a lengthy government process.

During the Seventeenth Review Period, in August 2020, DBHDS’s Licensing Rules and
Regulations were finally approved. This allowed the Department to require all its licensed service
providers to develop and implement QI programs that adhered to the specifications of the three
Provisions and their Indicators.

Highlights of the consultant’s findings from the Seventeenth Period’s study in 2020 were:

Compliance Indicators for Provision V.E.]1.

With the approval of the new Licensing Rules and Regulations with the specific Agreement’s
language included, Virginia achieved requirements related to two of the associated Indicators.
However, the Office of Licensing (OL) guidance document did not address all of the relevant
Indicator’s requirements. OL also found that the percentage of providers who adhered to the

applicable regulation did not achieve the corresponding performance measure. Finally, the
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Commonwealth provided documentation that it had the required policies and guidance
documents in place, but these documents did not address all requirements of the associated

Indicator.

Compliance Indicators for Provision V.E.2.

This Provision requires Virginia to develop performance measures that GSBs and other providers
must report to DBHDS on a regular basis. The Department’s implementation of its Performance
Measure Indicators (PMIs) achieved some of the related Indicator requirements. However, during
the Seventeenth Period DBHDS had only just begun to establish definitions of measures for risks,
so was still at an early stage of this process. As well, the data collection methodology for providers’
reporting had not been established for some measures, and providers’ QI programs did not report

data for some of the risk measures.
DBHDS’s Quality Improvement Committee (QIC) monitored and reviewed PMIs on a quarterly
basis, but did not meet all requirements. The QIC had promulgated procedures that would likely

be effective for future essential QI activities.

Compliance Indicators for Provision V.E.3.

This Provision’s Indicators require the Commonwealth to use QSR and other mechanisms to assess
the adequacy of providers’ QI strategies, and to provide technical assistance and other oversight to
providers whose QI strategies have been determined to be inadequate. DBHDS’s new QSR
vendor’s tools and methodologies met the Indicator requirements. However, by the end of the
Seventeenth Period, the QSR vendor had not completed its first round of evaluations; therefore,
the QSR data and other findings were not yet available for review to assess the adequacy of

providers’ QI programs.

The Seventeenth Period study concluded that for Provision V.E.1.; the Commonwealth met
Compliance Indicators 42.01 and 42.03*, but did not meet 42.02, 42.04 and 42.05. For Provision
V.E.2., Virginia did not meet any of its four Indicators 43.01-43.04; and for Provision V.E.3., the
Commonwealth did not meet either of its two Indicators 44.01-44.02.

* Note: Since DBHDS had not yet found that its sources provided reliable and valid data for

compliance reporting, ratings of “met*” were not yet final and could not be used for Compliance

determinations, but rather were for illustrative purposes only.
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Nineteenth Period Study
For the latest study, the Independent Reviewer retained the same consultant to review Virginia’s
progress toward achieving the QI Provisions and their Compliance Indicators. Highlights from

this review’s findings are:

Compliance Indicators for Provision V.E.1.
Regarding Indicator 42.01, the Commonwealth finalized the regulations at /2VAC35-105-620,

entitled “Monitoring and evaluating service quality.” These current regulations address each of

the Indicator’s requirements.

Regarding Indicator 42.02, DBHDS’s Office of Licensing Guidance for a Quality Improvement Program
adequately described how the Department ensured its relatively new Licensing Rules and
Regulations were to be implemented. DBHDS also provided Guidance for Serious Incident Reporting,

which references the regulations that fulfill the Indicator requirements for review of serious injuries.

Compliance Indicators for Provision V.E.2.

This portion of the study examined DBHDS’s progress toward requiring providers to report on
key indicators related to some of the domains in Provision V.D.3. The Department had completed
the creation of performance measures, and these measures were reviewed quarterly, as required,

by DMAS and DBHDS, and approved by CMS in the requisite areas.

This Provision also requires that the information sources include providers’ QI programs.
However, DBHDS only collected data from the providers’ reporting of critical incidents, and not
QI programs. In addition, the Department had not provided documentation that its Office of
DQV had completed sufficient needed assistance to ensure that providers are well-defined and
actually collect what they purport to collect, nor had DBHDS found that the applicable data source

systems produced valid and reliable data.

Compliance Indicators for Provision V.E.3.

DBHDS did not provide any documentation that it had offered technical assistance and other
oversight, as required, to providers whose QI strategies had been determined to be inadequate. In
addition, the Department did not provide performance data that it found were reliable and valid

for compliance reporting.

The consultant’s full study is included in Appendix H.
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Conclusion
Regarding Provision V.E.1.; the Commonwealth met two Compliance Indicators 42.01-42.02,
but did not meet the remaining three Indicators 42.03—42.05. Therefore, Virginia remains in Non-

Compliance with this Provision.

In future Review Periods, when studying Provision V.B.’s Compliance Indicator 29.02, the
Independent Reviewer will determine the extent to which DBHDS’s OL has monitored providers’

implementation and achievements related to V.E.1.’s Indicators’ performance measures.

Regarding Provision V.E.2., the Commonwealth once again did not meet any of the four
Compliance Indicators 43.01%*, 43.02*%*%-43.04 and, therefore, remains in Non-Compliance with

this Provision.

Regarding Provision V.E.3., Virginia also did not meet either of the two Compliance Indicators

44.01-44.02 and, therefore, remains in Non-Compliance with this Provision.

**Note: Since the end of the Nineteenth Review Period, the Parties have agreed to curative actions

to address the requirements of Compliance Indicators 49.02 and 49.03.

3. Integrated Day Activities and Supported Employment

Background
For the Seventeenth Review Period Report, the Independent Reviewer’s consultants studied the
Commonwealth’s progress toward achieving the Compliance Indicators for Integrated Day

Activities and Supported Employment for individuals with IDD.

The consultants identified Virginia’s accomplishments and the positive practices underway. The
Commonwealth continued to maintain Sustained Compliance with the Integrated Day Activities
and Supported Employment Provisions related to planning, regional training, data collection,
tenure in employment and the work of the Regional Quality Councils (RQCs). Virginia
maintained its membership in the Supported Employment Leadership Network (SELN),
established a state policy on Employment First, included a term in the CSB Performance Contract
requiring application of this policy, and had at least one employment service coordinator to

monitor implementation of Employment First practices.
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The Seventeenth Period study also identified issues of concern that must be addressed in order to
achieve the associated Indicators. These included that case managers were not well-educated about
Community Engagement services, and there were geographic gaps in access to these services; case
managers and their supervisors were not adequately trained to discuss employment with
individuals and their families in a meaningful way; existing private provider capacity was
insufficient to deliver integrated services where required, especially for individuals with complex
needs; Integrated Day Activities and Supported Employment performance metrics were not met;
and data sources were not found to be reliable and valid. Unfortunately, the efforts to meet targets
to increase employment and participation in community engagement had also been stymied by
the COVID-19 pandemic.

The Commonwealth maintained Sustained Compliance with Provisions III.C.7.b.1., HI.C.7.b.1.A.,
III.C.7.b.1.B.1.a.-e., II.C.7.b.1.B.2.a.-b., III.C.7.c. and III.C.7.d. However, Virginia did not meet
the requirements of any of Provision III.C.7.a.’s ten Compliance Indicators (14.01-14.10) related

to employment or community engagement, so remained in Non-Compliance with that Provision.

Nineteenth Period Study
For the latest study, the Independent Reviewer retained the same consultants to again assess the
status of the Commonwealth’s Integrated Day Activities and Supported Employment service

system for people with IDD.

This review found that Virginia was able to sustain its previous achievements of the Provisions
listed above. The Commonwealth continued to struggle, however, toward achieving the

requirements of all ten Compliance Indicators associated with Provision III.C.7.a.

DBHDS and the Department for Aging and Rehabilitative Services remained committed to
Virginia’s Employment First Initiative. This was evidenced by continued interagency collaboration
on many related projects. For example, State and Waiver funding to support Individual Supported
Employment and Group Supported Employment continued; the Employment First Advisory
Group (EIAG) was maintained; membership of EIAG expanded to include representatives from
both mental health and substance abuse populations; and new initiatives were implemented to

assist individuals with these conditions to find employment.

Opverall, however, the Commonwealth achieved less than in past review periods. Fewer individuals

were authorized to receive the Community Engagement service. While DBHDS continued to have
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a strong commitment to the Community Engagement model, its ability to implement necessary

activities to promote this service was weaker during the pandemic.

The consultants’ review of 100 individual cases found a lack of understanding by case managers of
the purpose of this service’s integration model, and of its importance and potential to help
individuals with IDD to develop employment and related social skills. Much of this regression in
both employment and Community Engagement can be attributed to the pandemic: for most of the
year studied, individuals were unable to go to their jobs and there were fewer opportunities to

engage safely in community activities.

Regarding RQCs during the period of this review, the study found they did not fulfill all their
responsibilities, as described in Provisions III.C.7.c. and III.C.7.d. For example, none of the five
RQCGCs reviewed the employment target for sustaining employment over twelve consecutive
months. In addition, DBHDS documentation indicated that not all five RQCs completed a

quarterly review of employment data.

Despite these findings, the decreasing trends in employment were discussed generally by the
RQCs, and there was evidence of thoughtful conversations. Over recent years, the RQC meetings
had become much more meaningful. DBHDS had established and maintained a process that
regularly shared important program and qualitative data with the RQCs. Understandably, the
pandemic required the Department to devote significant resources to address urgent concerns
related to reducing COVID-19’s negative impacts on individuals with IDD, their families and

service providers.

Provision III.C.7.a.s Indicators address case management training regarding Virginia’s
expectations for case management services related to employment and community engagement;
discussion and goal setting; starting to discuss, from age 14 on, the importance of work; timely

implementation of employment service authorizations; and targets for employment.

As detailed in the consultants’ latest study, the Commonwealth fully met the requirements of
Provision III.C.7.a.s Compliance Indicator 14.01 a.-g. for the first ime. However, the data
provided by DBHDS did not demonstrate achievement of any of the remaining nine Indicators
14.02-14.10. Also, DBHDS did not verify its data sources or the validity of its methodologies for
Compliance Indicators 14.02—14.07.

See the consultants’ full report in Appendix B.
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Conclusion
The Nineteenth Period study found that Virginia maintained Sustained Compliance with the
requirements of Provisions I[II.C.7.b.1., II.C.7.b.a.A., ITII.C.7.b.1.B.l.a.-e. and III.C.7.b.1.B.2.a.-b.

In light of DBHDS’s long-standing practices that led to several positive trends mentioned above,
and taking into account the unforeseen impact of the pandemic, the Independent Reviewer
concluded that the Commonwealth has maintained Sustained Compliance with Provisions
II.C.7.c. and III.C.7.d., despite DBDHS not having fulfilled some of its related responsibilities.

Regarding Provision III.C.7.a. (which also serves to measure III.C.7.b), the Commonwealth has
met the requirements of Compliance Indicator 14.01 a.-g., but has not achieved Indicators 14.02—

14.10. Therefore, the Commonwealth remains in Non-Compliance with this Provision.

6. Transportation

Background
During the Seventeenth Review Period in 2020, DMAS and its Medicaid non-emergency medical
transportation (NEMT) contractor continued to make progress in the area of community

transportation for individuals with IDD who receive Waiver-funded services.

However, DMAS still did not utilize a valid method to determine the extent to which DD Waiver
recipients were provided reliable NEMT transportation, despite the Independent Reviewer’s

recommendation in the Fifteenth Report to the Court, dated December 15, 2019:

“As soon as possible, DMAS/LogistiCare should measure on-time performance by actual on-time
data, and not by the number of complaints filed.”

In his Seventeenth Report, the Independent Reviewer stated that DMAS continued to measure
transportation reliability based on the same invalid method that equated “reliability” with the

percentage of “complaint free” trips, despite evidence of the suppression of complaints:

“... the extremely low percentage of filed complaints does not accurately represent the full scale of what
is a vexing transportation reliability issue. The number and percentage of “complaint free” trips is not

a valid measure of transportation reliability ... the lack of a filed complaint is not a valid measure that
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reliable transportation was provided. ... The DMAS plan to “install trip encounter billing’ may be a

vehicle for measuring most accurately “reliable transportation.”

The Independent Reviewer again recommended that:

“The Commonwealth should provide a valid data measure regarding the receipt of NEMT reliable
transportation_for Wawer users. DMAS should complete implementation, ensure consistent reporting

and document reliable transportation using “trip encounter billing.”

Regarding the provision of non-NEMT transportation (i.e., DD Waiver agency-provided
transportation), the Quality Service Review (QSR) process was not completed and, therefore,

did not produce results.

The Seventeenth Review Period Report concluded that Virginia had documented results of
successful initiatives that met the requirements for five of the eight Compliance Indicators for
Provision III.C.8.a, namely 16.01, 16.03, 16.04, 16.05, and 16.07. For reasons stated above,
however, the Commonwealth failed to meet Indicators 16.02, 16.06 and 16.08, and so remained

in Non-Compliance with Provision II1.C.8.a.

Nineteenth Period Study
For the latest study, the Independent Reviewer retained the same consultant who has conducted

the previous reviews of the Commonwealth’s community transportation-related services.

While DMAS once again continued to utilize the previously-identified invalid method of
determining reliable NEMT transportation (i.e., trips without a formal complaint being filed), the
Department identified potential new measures that use encounter-based trip times to generate
valid on-time performance data. DMAS reported that its new “on-time performance” data
collection method should be fully implemented during the Twentieth Review Period. If this is the
case, and if the Independent Reviewer verifies Virginia’s finding that its reported data are reliable
and valid, the Commonwealth will achieve the requirements of this Indicator (i.e., 16.02) in the

future.
The Department’s efforts in the year since the Seventeenth Period included establishing focus

groups with the DD Waiver population. This latest review verified that DMAS held two focus

groups, each yielding constructive transportation feedback.
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Regarding non-NEMT transportation, Virginia made progress during this Nineteenth Review
Period. Compliance Indicator 16.08 requires that DBHDS’s QSR vendor assess and submit an
annual report to the Department’s Quality Improvement Committee (QIC), showing that at least
86% of those individuals reviewed report having reliable transportation. For the first half of Fiscal
Year 2021, the vendor indicated that 90% of those interviewed who received agency-provided
transportation reported having no problems. If this positive rate continues, 1s included in the QSR
annual report to the QIC, and the Independent Reviewer verifies the Commonwealth’s finding
that its reported data are reliable and valid, Virginia will achieve the requirements of this Indicator

in the future.

During this Nineteenth Period review, DMAS was found to have sustained all other transportation
activities and outcomes and to have met Compliance Indicator 16.06 for the first time. This is the

Indicator that requires Virginia to conduct focus groups as needed.
See the consultant’s full report in Appendix C.

Conclusion
Regarding Provision III.C.8.a., the Commonwealth met six Compliance Indicators 16.01 and
16.03—16.07, but did not achieve Indicators 16.02 and 16.08. Therefore, Virginia remains in Non-

Compliance with this Provision.

7.  Regional Support Teams

Background

The 2020 Seventeenth Review Period study found, not for the first time, that some CSBs had
avoided submitting non-emergency referrals consistent with Regional Support Teams’ (RST)
protocol and timeline standards. Late referrals had been a long-standing performance problem,
effectively nullifying the RSTSs’ ability to fulfill their purpose and essential functions of identifying
and resolving obstacles to providing small integrated living settings for people with IDD. These
late referrals undermined the Commonwealth’s ability to achieve most of the four RST Provisions

and their 13 associated Compliance Indicators.

For the Seventeenth Period, Virginia reported 73%—-80% statewide achievement of submitting
timely RST non-emergency referrals. Despite DBHDS having provided technical assistance,

training and notification efforts to case managers, and having initiated sending quarterly RST
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feedback letters to CSBs, three CSBs consistently failed to meet the required 86% benchmark.
DBHDS had not required Corrective Action Plans (CAPs) of CSBs, but planned to begin doing so
in October 2020, at the beginning of the Eighteenth Period.

The Seventeenth Period review also found that DBHDS had expanded its development and
support efforts to both create more providers and assist existing providers in offering more
integrated living options. These included the Jump Start funding program; provider designations;
Provider Readiness Education Program (PREP) and participation in the Charting the Life Course.
The PREP is for new providers, i.e., those who are in a queue for a license or those who were

licensed within the last 12 months.

In the Seventeenth Report to the Court, the Independent Reviewer determined that the
Commonwealth had maintained Sustained Compliance for Provisions III.E.1.—3. However, since
Virginia had not met the requirements of seven of the 13 RST Compliance Indicators (i.e., 20.02,
20.04-20.07 and 20.11-20.12), it remained in Non-Compliance with Provision III.D.6. The
Independent Reviewer also reported not being able to determine the extent to which the
Commonwealth had achieved the other six RST Indicators for this Provision, namely 20.01, 20.03,
20.08-20.10 and 20.13.

Nineteenth Period Study

For the latest study, the Independent Reviewer retained the same consultant to again assess the
extent to which Virginia had achieved the Provisions related to RSTs. The consultant found that
the Commonwealth had assigned additional staff to provide guidance and oversight across its five
Regions, a signal that DBHDS had intensified its efforts to comply with the associated RST

Indicators.

However, the problem of late non-emergency referrals continued. For both the Eighteenth and
Nineteenth Review Periods, DBHDS reported that timeliness rates for these referrals had
unfortunately decreased from 73%-80% to 59%—72%, possibly due to pandemic-related issues.

Therefore, Virginia could still not achieve the 86% rate required by the applicable Indicator.

There are two reasons for these late referrals. The first is that case managers do not submit referrals
in time, even though they are already aware of an individual’s potential move. As previously
reported, RSTs can only effectively fulfill their purpose and responsibilities when all CSBs can

ensure that their case managers submit timely referrals. The second reason involves private
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providers who do not notify case managers of an individual’s potential move to a new location

before the RST process can be completed.

DBHDS identified a third and significant systemic obstacle to RSTs not being able to fulfill their
functions. Case managers submitted a non-emergency referral on time, but the individual was
placed before the RST had sufficient time to complete it process. During the past pandemic year,
private providers admitted or transferred individuals with IDD either without first notifying case

managers or without allowing RSTs enough time to fulfill their responsibilities.

The Agreement’s Provision IIL.D.6. requires that the Commonwealth ensure that “no individual”
shall be placed in a congregate setting with five or more individuals without the placement first
being reviewed by an RST. When the Parties negotiated Provision III.D.6.’s Indicator 20.02, they
were aware of various obstacles, beyond emergency placements, that undermined RST's’ ability to
review “all” such placements. The Parties therefore agreed that Virginia could meet this Indicator
if up to 14 percent of individuals were placed in a larger congregate setting without first being
reviewed by an RST. The Commonwealth has not yet achieved this agreed upon performance
measure because, in large part, the three obstacles cited above have not yet been sufficiently
mitigated or resolved. The impact of the pandemic on providers has contributed to Virginia’s

inability to achieve the 86% performance measure included in this Indicator.

If the Commonwealth is to achieve the required 86% rate of submission of timely referrals to RSTs,
DBHDS will need to take more effective actions with regard to private providers. These actions
must ensure that providers fulfill their responsibilities in giving case managers timely notice of the
possibility of a non-emergency placement of an individual into a larger congregate residential
setting. Additionally, Virginia must reduce the frequency in which providers make unilateral

decisions that are not team-based and not person-centered.

DBHDS continued to provide training and technical assistance to CGSBs on RST referral
requirements and continued to send quarterly RST feedback letters to CSBs. The Department
informed CSBs, through an annual performance letter from the Case Management Steering
Committee, that a CAP is required if their RST referrals were non-compliant. Between July 1,
2020 and December 31, 2020, DBHDS required six such CAPs. These CGSBs were also placed on
DBHDS’s Watch List for closer scrutiny regarding RST performance. While these are encouraging
steps, the Commonwealth must continue to intervene, including consistently issuing CAPs

whenever individual CGSBs do not fulfill their responsibilities.
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This Nineteenth Period Review confirmed that Virginia maintained its processes that were in place
during the Seventeenth Period. The Commonwealth has invested and sustained these efforts to
facilitate its shift to a person- and family-centered service system. The latest study also verified that
DBHDS tracked data, conducted quarterly assurance reviews, completed data analysis, assigned
Community Resource Consultants (CRCs), examined RST data to identify service system gaps,
and 1dentified individuals who chose less integrated residential settings over the past two review

cycles.

The quality of RST data was an area of major emphasis and progress. DBHDS revised its RST
referral form at least twice during the past two review cycles, improved CSB understanding and
participation in the RST process, instituted an effective look-behind process on the usage of Waiver
slots to 1dentify individuals not properly referred and CSB/provider adherence to reporting
requirements, and refined its data analysis tools to better determine gaps in the service delivery

system.

In addition, DBHDS identified weaknesses in its RST data reliability, and either planned or took
corrective actions that it deemed feasible for improving data integrity. DBHDS expects that its
planned incorporation of the RST referral process into its Waiver Management System (WaMS)
will improve future RST data reliability.

Despite this good progress, by the end of the Nineteenth Review Period, DBHDS’s Office of Data
Quality and Visualization had not completed an assessment of the RST data source that found

reliable and valid data for compliance reporting.

See the consultant’s full report in Appendix D.

Conclusion

The Nineteenth Period study concluded that Virginia had made substantial progress regarding
RSTs. For the four related Provisions, this review confirmed that the Commonwealth had
continued to fulfill the requirements for Provisions III.LE.1.-3., and had achieved ten of the 13

Compliance Indicators associated with Provision III.D.6.
Regarding Provision IIL.D.6., Virginia has met Indicators 20.01, 20.03, 20.04*, 20.05, 20.06,

20.08*, 20.09, 20.10*, 20.11 and 20.13%*; but has not achieved Compliance Indicators 20.02%*,

20.07 and 20.12. Therefore, the Commonwealth remains in Non-Compliance with this Provision.
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Regarding Provisions III.E.1.-3., Virginia has once again maintained Sustained Compliance.

*Note: Since DBHDS has not yet found that its sources provide reliable and valid data for
compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.

**Note: Since the end of the Nineteenth Review Period, the Parties have agreed to curative actions

to address the requirements of Compliance Indicator 20.02.

8.  Mortality Review

Background
The Seventeenth Period study of the mortality reviews examined the Commonwealth’s status in

implementing quality initiatives intended to reduce the rate of deaths of individuals with IDD.

This 2020 study found that DBHDS’s Mortality Review Committee (MRC) had made many and
impressive advances toward fulfilling the requirements of Provision V.C.5.s 21 Compliance
Indicators 33.01-33.21.

Further progress, though, was needed. The MRC Annual Report for Fiscal Year 2019 did not meet the
timeline of publication requirement. Also, since there had been too many deaths categorized in the
Report as having an unknown cause, and too few deaths categorized as potentially preventable,
the Fiscal Year 2019 data were inadequate to decide on QI initiatives. And to determine the likely
cause of death, the Committee had gathered too little information. Further, to identify potentially
preventable deaths, the Committee had revised its definitions and interpretations of the criteria,
which resulted in insufficient identification of such deaths. As a result of all these factors, the MRC

had to depend on prior data to develop QI initiatives.

In order to provide a useful data set to guide future Committee recommendations and initiatives,
the consultant concluded that the MRC’s criteria for a potentially preventable death needed to be
revised. In addition, the Independent Reviewer recommended that the Committee should intensify
its efforts to collect all available information before each death was reviewed, and to use
standardized categories of death. These would then help the MRC to develop QI initiatives to

reduce mortality rates.
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It is also important to note that during the Seventeenth Period, DBHDS had not found that the

data sources used by the Committee provided reliable and valid data for compliance reporting.

The Independent Reviewer determined, in his Seventeenth Report to the Court, that Virginia had
met 17 Indicators for Provision V.C.5., namely 33.01-33.08, 33.09%, 33.10, 33.12, 33.13*-33.15%,
and 33.18-33.20. However, the Commonwealth had not met the remaining four Indicators 33.11,

33.16, 33.17 and 33.21, and so remained in Non-Compliance with this Provision.

Nineteenth Period Review

For the latest study, the Independent Reviewer retained the same consultant to assess the status of
Virginia’s planning, development and implementation of the MRC membership, process,
documentation, reports, and QI initiatives and evaluation to achieve Provision V.C.5. and its

associated 21 Indicators.

To determine whether 19 of these Indicators were met, the consultant directly studied the actual
documents that the MRC reviewed for each death, rather than depending solely on the MRC

database.

The MRC took significant steps toward fulfilling the requirements of the Indicators. With the
assistance of DBHDS’s Office of Licensing’s Specialized Investigations Unit and new regulations
allowing the Department to have access to medical records from several sources, the number of
deaths with unknown causes decreased, and the number of deaths categorized as potentially
preventable increased. For example, from August 1, 2020, through July 31, 2021, the MRC
identified 40 potentially preventable deaths, compared with identifying only 17 such deaths in
Fiscal Year 2020.

In addition, the review confirmed that the Committee tracked and monitored its recommendations
until implementation was completed. The study also found that the MRC had put in place a much

more thorough process that resulted in reducing the number of unreported deaths.

However, the Commonwealth did not keep up with its past completion rate of mortality reviews

within the 90-day period required by Indicators 33.13 and 33.15.

Again, DBHDS had not found that the data sources used by the Committee provided reliable and

valid data for compliance reporting.
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See the consultant’s full report in Appendix E.

Conclusion
The Nineteenth Period study concluded that Virginia has met 19 of the 21 Compliance Indicators
for Provision V.C.5., compared with having met 17 of these Indicators during the previous 2020

review.

The Commonwealth has met Indicators 33.01-33.08, 33.09%-33.12, 33.14, and 33.16**-33.21,
but has not achieved Indicator 33.13 and 33.15. Therefore, Virginia remains in Non-Compliance
with Provision V.C.5.

*Note: Since DBHDS has not yet found that its sources provide reliable and valid data for
compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.

**Note: Since the end of the Nineteenth Review Period, the Parties have agreed to curative actions

to address the requirements of Compliance Indicator 33.16.

9. Office of Licensing /Office of Human Rights

Background

For the Seventeenth Review Period in 2020, the Independent Reviewer’s consultant identified
positive cumulative impacts of several years of DBHDS investments in its oversight systems,
especially in its Office of Licensing (OL). These improvements included the development of the
Regional Manager’s role, the Incident Management Unit, and the Special Investigations Unit. In
addition, both OL and the Office of Human Rights (OHR) had implemented incident look-behind

processes, which improved DBHDS’s oversight of its service system.

Prior to March 2020, DBHDS’s licensure process had focused equally on the 100+ OL regulations
relevant to individuals with IDD. Then, in March of that year, OL added the Adequacy of
Supports (AOS) checklist to its licensure process to fulfill the requirements of Provision V.G.3. For
this process to work, DBHDS prioritized 27 key and 44 reference regulations to reflect the themes
of seven of the eight domains listed in Provision V.D.3. Although all 100+ regulations were still
available to the Licensing Specialists as the basis for a provider’s citation, these 27 key regulations

were now required to determine providers’ adherence. To ensure that these key regulations were
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addressed, the process also included a review of licensing inspection reports by Licensing

Specialists’ supervisors.

Regarding the eighth domain, Stability, DBHDS had projected that data points from a source
other than the Licensing Regulations would provide information about it, starting during the

Eighteenth Review Period.

In his Seventeenth Report to the Court in December 2020, the Independent Reviewer determined
that the Commonwealth had met three of the eight Compliance Indicators associated with
Provision V.C.6. (1.e., 34.02, 34.03 and 34.07) and one of the four Indicators for Provision V.G.3.
(i.e., 48.03). He also determined that Virginia had not met Indicator 37.07 for Provision V.D.3.
This Indicator, which the Commonwealth is required to implement in accordance with Provision
V.D.2. (Indicators 36.01 and 36.05), requires DBHDS’s Office of Data Quality and Visualization
to assess and determine that the relevant data source provides reliable and valid data for
compliance reporting. However, despite numerous assessments being conducted, DBHDS had not

yet made these required determinations for compliance reporting for V.C.6. and V.G.3.

Nineteenth Period Study

For the latest study, the Independent Reviewer retained the same consultant to again assess the
extent to which OL and OHR had fulfilled the relevant Compliance Indicators. The review
concluded that, overall, OL and OHR continued to operate competently. Both Offices sustained,
refined and strengthened the functioning of their oversight systems that were identified in the

Seventeenth Report.

By gradually reinstituting onsite inspections, beginning April 1, 2021, DBHDS was able to

demonstrate that it had fulfilled the requirements of the applicable Compliance Indicators.

The consultant also found that OHR had established a very positive new initiative. This cross-
tabulated the incident reports submitted through the Computerized Human Rights Information
System (CHRIS) with the reports from Adult Protective Services/Child Protective Services
(APS/CPS). This process is similar to the required cross-tabulation of the CHRIS incident reports

for emergency hospitalization with Medicaid’s medical claims data.

These cross-checking processes have resulted in increased accountability for providers who have
failed to file required reports, as well as improving the accuracy of the Commonwealth’s data

regarding timely reporting. OL reported that it had followed up on 95% of the providers that were
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required to complete Corrective Action Plans (CAPs) when cited for failing to report during the
fourth quarter of Fiscal Year 2021. Documentation reviewed by the consultant showed that OL
had followed up appropriately (i.e., the Office had ensured that CAPs had been implemented
within the necessary 45 day and/or 90 day timeframes) and had taken action when providers failed

to effectively implement corrective actions.

DBHDS also reported it had maintained timely incident reporting at a rate above the Indicator-
required level of 86%. Annual timeliness rates for Fiscal Year 2021 improved to 92% prior to
factoring in the late reporting found in medical claims data. DBHDS reduced this rate for timely

filing to 90% after conducting an appropriate adjustment analysis.

DBHDS is currently in the second year of its licensing process that includes the AOS assessments,
with OL having sustained this process through the Seventeenth, Eighteenth and Nineteenth
Review Periods. The latest study found that the AOS checklist assessments continued to address
seven of the eight domains listed in Provision V.D.3., and that DBHDS now receives data

regarding the eighth domain, Stability, from another source (i.e., from Crisis Services).

As previously reported to the Court, OL continued to utilize its Provisional status designation as
the primary negative consequence for provider agencies that did not successfully implement CAPs.
The Seventeenth Period study and the Nineteenth Period review both showed that OL’s use of its
Provisional status for underperforming providers was at a high rate, demonstrating the Office’s

ongoing improvements in oversight.

See the consultant’s full report in Appendix F.

Conclusion
The Nineteenth Period study concluded that Virginia has met eleven of the twelve Compliance
Indicators for Provisions V.C.6. (34.01-34.08) and V.G.3 (48.01-48.04), compared with having

met just four of these Indicators during the Seventeenth Period’s review.

Regarding Provision V.C.6., the Commonwealth has met Indicators 34.01— 34.04* and 34.06*—
34.08*, but has not achieved Compliance Indicator 34.05. Therefore, Virginia remains in Non-

Compliance with this Provision.

Regarding Provision V.G.3., even though the Commonwealth has met this Provision’s four

Compliance Indicators 48.01 — 48.04*, Virginia remains in Non-Compliance with this Provision.
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* Note: Since DBHDS has not yet found that its sources provide reliable and valid data for
compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.

10. Regional Quality Councils

Background
The role of the Commonwealth’s five Regional Quality Councils (RQCs) is to identify regional or
service system-wide deficiencies for individuals with IDD, and to recommend quality improvement

(QI) initiatives to resolve them.

The Agreement specified in Provisions V.D.5. and V.D.5.b. that DBHDS would develop and
implement these RQCs, whose membership would comprise service system stakeholders and be
staffed by the Department. DBHDS’s Quality Improvement Committee (QIC) would direct the
Councils’ operations. The Agreement assigned the RQCs the responsibilities of assessing relevant
data, identifying trends, and recommending responsive actions to improve services in their

respective Regions.

In the review conducted during the Seventeenth Period in 2020, the Independent Reviewer’s
consultant confirmed aspects of the structure and operations of the RQUs. Their Charter
contained all essential elements agreed to by the Parties, and the membership of the Councils
complied with the requirements. Also, each of the five RQUs had convened regular quarterly
meetings, with meeting minutes kept and approved by the members. Overall, attendance was

consistently good.

Regarding functionality, Council members discussed the data reports presented by DBHDS staff
assigned to the RQUCs. Members reported that the preparation and presentation of data continued
to be an evolving process, as a result of ongoing focused improvement efforts to increase the
accuracy and validity of the data presented. However, DBHDS could not verify that the data

presented or their sources were reliable.

Council members also cited greater consistency in the content of their QI initiatives submitted to
the QIC. The Seventeenth Period study confirmed that each RQC had submitted one QI initiative

with one measurable outcome. The QIC did not approve any of these submissions, however,
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returning each of the proposed initiatives back to the Councils with comments and instructions for
further improvement. The most commonly identified instruction was the need to narrow the scope
of the initiative to allow reasonable assurance that it could be implemented, and that data could

be generated to measure its impact and effectiveness.

The critical elements of the RQC’s role — data analysis and the planning and development of
recommendations — continued to evolve but were still at an early stage during the Seventeenth
Period. The Councils were not adequately fulfilling the essential data analysis and planning
elements, which were prerequisites for developing effective recommendations for regional QI

nitiatives.

The accuracy of the data presented by DBHDS was reported by RQC members to be improving.
However, since the Department had not verified the reliability of its data sources, Virginia did not

meet the relevant Indicator.

Based on the Seventeenth Period study, the Independent Reviewer determined that the
Commonwealth met three of Provision V.D.3.’s Indicators. For Provision V.D.3.b., Virginia

achieved five of the seven Indicators.

Nineteenth Period Study
For the latest study, the Independent Reviewer retained the same consultant to examine the
Commonwealth’s progress toward the implementation of RQCs and the achievement of Provisions

V.D.5. and V.D.5.b., together with their respective Compliance Indicators.

This review studied the progress DBHDS made in each of the five Regions. All had convened
regular quarterly meetings of their appointed Council, achieving a quorum each time, and served
as a subcommittee to the QIC. The RQC minutes for the last two quarters of Fiscal Year 2021
showed significant improvement over the first two quarters in terms of specific data provided for
review and the relevance to the roles and responsibilities of the Councils, as defined in their

charters.

All five RQCs had recommended and implemented a QI initiative that also reflected significant
improvement in their use of data. However, while the Councils had improved their processes for
reviewing and evaluating data, trends, and monitoring efforts, and for using those efforts to

recommend annual QI initiatives to the QIC, their work was compromised by a lack of measurable
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outcomes and valid and reliable data. Once again, DBHDS did not find that the sources of'its data

shared with the RQCs were reliable and valid for compliance reporting.
See the consultant’s full report in Appendix H.

Conclusion
The Nineteenth Period study concluded that Virginia has met eight of the 12 Compliance
Indicators for Provisions V.D.5. (39.01-39.05) and V.D.5.b. (40.01-40.07), compared with having

met eight of these Indicators during the Seventeenth Period’s review.

Regarding Provision V.D.5., the Commonwealth has met three Compliance Indicators 39.01—
39.03, but has not achieved two Indicators 39.04-39.05. Therefore, Virginia remains in Non-

Compliance with this Provision.

Regarding Provision V. D.5.b., the Commonwealth has met five Compliance Indicators 40.01,
40.02%*, 40.03, 40.04 and 40.06, but has not achieved two Indicators 40.05 and 40.07. Therefore,

Virginia remains in Non-Compliance with this Provision.

* Note: Since DBHDS has not yet found that its sources provide reliable and valid data for
compliance reporting, ratings of “met*” are not yet final and cannot be used for Compliance

determinations, but rather are for illustrative purposes only.

11. Public Reporting

Background

The purpose of the Compliance Indicators associated with Public Reporting’s Provisions V.D.6.
and IX.C. are to provide information for the public about the availability and quality of supports
and services, and the gaps in such services, as well as related records, per the Agreement, for the
Independent Reviewer. This documentation includes demographics about individuals with IDD

who are served, as well as the capacity of services either provided or available to them.
The Commonwealth is expected to publish an Annual Quality Management Report and Evaluation that

includes reported data regarding performance measures, QI initiatives and systemic challenges.

Additional reports, including those related to licensing inspections and investigations, QSRs and

43



the National Core Indicators, are also to be released publicly. Further information is to be posted

and updated at least annually on either the Library or the DBHDS website.

During the Seventeenth Review Period in 2020, Virginia launched its Library index as its venue

for public reporting. This included many of the documents required by the relevant Indicators.

Also, DBHDS published the Provider Data Summary in May 2020. Although it covered the required
topics in detail, the Summary acknowledged that additional work was still needed to ensure the

reliability of all reported data.

In addition, the Department issued a Quality Management Plan: Annual Report and Evaluation, State Fiscal
Year 2019. This included information and data covering all the defined topics but was almost a
year old when it was made publicly available. Outdated information is not sufficient for providing
a status report to the public or for developing actionable quality improvements. DBHDS already
recognized these shortcomings and planned for their next report for Fiscal Year 2020 to be made

available much more quickly, after the close of the first quarter of Fiscal Year 2021.

Based on the Seventeenth Period study, the Independent Reviewer determined that the
Commonwealth had not achieved Provision IX.C., and had not met Provision V.D.6.’s five

Indicators.

Nineteenth Period Study
For the latest study, the Independent Reviewer retained the same consultant to again examine the
progress DBHDS had made toward the availability and quality of supports and services for public

reporting.

For this Period, Virginia did not meet any of the Indicators for the two associated Provisions. This
was due primarily to DBHDS’s failure to post or update the required records, including annual

updates to the specified documents, on the Library website.

See Appendix H for the full report.

Conclusion
Regarding Provision V.D.6., the Nineteenth Period study concluded that the Commonwealth has
not met any of the associated five Compliance Indicators (41.01-41.05). Therefore, Virginia

remains in Non-Compliance with this Provision.
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Regarding Provision IX.C., the Commonwealth has not met any of the associated four
Compliance Indicators (54.01-54.04). Therefore, Virginia remains in Non-Compliance with this

Provision.

III. CONCLUSION

During the Nineteenth Review Period, Virginia, through its lead agencies DBHDS and DMAS,
and their sister agencies, continued its diligent efforts and progress toward fulfilling the
requirements of the remaining Provisions of the Agreement. The Commonwealth met 100 (60%)
of the 166 Compliance Indicators studied during this Period. Of these, Virginia achieved 48

Indicators for the first ime. Accomplishments include:

e The Office of Licensing (OL) effectively demonstrated its licensing process with assessments
of the adequacy of provider supports and services;

e The Mortality Review Committee (MRC) improved its determinations of potentially
preventable deaths and the effectiveness of its quality improvement initiatives; and

e The Regional Support Teams strengthened their functioning, resulting in meeting the

requirements of ten Indicators for the first time.

Substantial and unresolved obstacles, however, continued to interfere with the Commonwealth’s

ability to achieve the remaining Indicators. Chief among them are:

e Virginia’s data sources have still not been determined by DBHDS to provide reliable and
valid data for compliance reporting.

e DBHDS’s various quality review processes have not yet demonstrated adequate
functioning. This is hampering the development and implementation of effective quality
improvement initiatives.

e The Commonwealth continues to lack an effective process to monitor and determine the
extent to which providers ensure that all their staff complete the required competency and

related training requirements of the DMAS regulations.

Together, these primary obstacles continue to significantly impede the functionality of Virginia’s

quality and risk management system.
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Moving forward, the Independent Reviewer strongly recommends that the Commonwealth
concentrate immediately on resolving the issue of the lack of reliable and valid data. This is an
essential step toward Virginia developing an effective quality and risk management system and

achieving many of the remaining Indicators.

Since the end of the Nineteenth Review Period, the Parties agreed to curative actions that the
Commonwealth would take to achieve compliance. Virginia’s agreement to undertake these
actions represents the considerable effort still required by the Commonwealth to improve its service
system for individuals with IDD. This agreement also signifies Virginia’s commitment to

accomplishing the remaining Provisions of the Settlement Agreement.

For the Twentieth Review Period, in addition to completing targeted analysis and providing
feedback to the Parties, the Independent Reviewer plans to study the status of the Commonwealth’s

progress toward fulfilling the requirements of the Provisions in the following areas:

e (Creation of Waiver slots;

e Individual and Family Support Program;

e (ase Management;

o (Crisis Services;

e Peer to peer/family to family programs and guidelines for families;

e Serving individuals in the most integrated setting;

e Independent living options;

e Serving individuals with complex medical needs;

e Quality and Risk Management System (specifically Provisions V.B. and V.C.1.); and

e Quality Service Reviews.

Throughout this Nineteenth Review Period, Virginia’s staff and DO]J gathered and shared
information that helped to facilitate further progress toward effective implementation of the
Agreement’s Provisions. Overall, the willingness of both Parties to openly and regularly discuss
implementation issues, as well as any concerns about progress and possible solutions has been
critical and productive. The involvement and contributions of the advocates and other stakeholders
have helped the Commonwealth to formulate policies and processes and make measurable
progress toward fulfilling its promises to all the citizens of Virginia, especially those with IDD and

their families.
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The Independent Reviewer greatly appreciates the assistance that was so generously given by the
individuals at the heart of this Agreement, as well as their families, their case managers and their

service providers.

IV. RECOMMENDATIONS

The Independent Reviewer recommends that the Commonwealth undertake the twelve actions
listed below, and provide a report that addresses these recommendations and their status of
implementation by March 31, 2022. Virginia should also consider the additional recommendations
and suggestions included in the consultants’ reports, which are contained in the Appendices. The
Independent Reviewer will study the implementation and impact of these recommendations
during the Twenty-first Review Period (October 1, 2021 — March 31, 2022).

L. DBHDS should place a primary, urgent emphasis on remedies and improvements needed
to determine that its data source systems and Performance Measure Indicator (PMI) data

collection methodologies provide reliable and valid data for compliance reporting.

2. The Commonwealth should enhance its efforts to ensure the availability of a sufficient
number of qualified behavioral specialists and experienced residential and day service
providers with the capacity to meet the needs of individuals with intense behaviors who

have DD Waiver-funded services.

3. DBHDS should review each of the discrepancies between the findings of this Period’s
Individual Services Review (ISR) study and those of the 2020 Quality Service Reviews
(QSR) study. The Department should then determine whether the ISR findings of service
needs not being met are accurate. If the ISR clinicians’ findings are verified, DBHDS
should review the root cause(s) of the QSR auditors’ failure to identify these service

inadequacies, and take needed corrective actions.

4. DBHDS should establish minimum qualifications and extend orientation and specialized
training for QSR auditors to ensure that, at the time of the QSR reviews, they have
sufficient clinical awareness of the service needs for individuals with IDD, especially those

with health and safety needs.

47



10.

11.

Virginia should document its methodology for monitoring and verifying the extent to which
its providers have policies and procedures in place and have ensured that all Direct Support
Professionals and their supervisors have met the training and competency regulatory

requirements specified at 12vac30-122-180.

DBHDS should implement policies and procedures that ensure providers maintain and

report provider reporting measure data from their quality improvement programs.

DMAS should finalize and implement transportation measures that assess on-time
performance, based on billing-encounter data, so that the Department has two successive

quarters of reliable transportation data for non-emergency medical transportation
(NEMT).

DBHDS’s Mortality Review Committee should expand and align its four categories of
preventable death with national standards to improve its ability to make recommendations

and to develop quality improvement initiatives for regional or statewide implementation.

The Commonwealth should establish criteria for what constitutes a meaningful discussion
between case managers and the individuals served regarding their interest in employment.
Criteria should include discussion of the person’s interests and any employment history;
their skills related to employment; the employment services available through DARs and
HCBS Waivers; and the barriers to successful employment that they or their family feel

exist.

DBHDS should document the criteria for the measurability aspect of its Specific
Measurable Achievable Relevant and Time-Based (SMART) goals and recommendations.
The Department should also document its methodology for ensuring that its Regional

Quality Councils develop recommendations that meet these criteria.

DBHDS should maintain and update its Library site to include all documents needed to
create a framework for implementing and sustaining each Provision, e.g. regulations,
policies, instructions, procedures and protocols. The Department should ensure that there
are sufficient resources and an adequate structure in place so it adheres to the expectations
described in its DOYF Settlement Agreement Library Protocol, including the timelines for, at

minimum, annual report production and protocols for an annual audit.
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12. DMAS should produce its Quality Review Team’s end-of-year report within six months

of the year end, so the report can be utilized more effectively for quality improvement

purposes.

V. SUMMARY OF COMPLIANCE

Note: Previously, for greater clarity, Virginia created a numbering system that assigned a discrete

number for each Compliance Indicator. The Independent Reviewer has now adopted this system;

these numbers can be seen below in the Comments column for Provisions.

111

Serving Individuals with
Developmental Disabilities in the
Most Integrated Setting

Ratings prior
to the 19t
Period are not

in bold.

Ratings for
the 19t Period
are in bold.

If Compliance
ratings have
been achieved
twice

Comments include the
Commonwealth’s status with
each of the Compliance
Indicators associated with the
provision.

The Findings Section and
attached consultant reports
include explanatory
information regarding the
Compliance Indicators.

consect L, The Comments in italics below are
Vlrgl b Loy Jfrom a prior period when the most
3chlev§d recent compliance rating was
Sustalped determined.
Compliance.”
The Commonwealth shall create a minimum The Commonwealth created more
of 805 waiver slots to enable individuals in than the required number of waiver
the target population in the Training Centers ) slots, and it prioritized slots for the
III.C.1.a.i.-x. | to transition to the community ... x. Sustained designated target populations, as
Compliance required over the ten years FY 2012-

2021.
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II1.C.1.b.i.-x.

The Commonwealth shall create a minimum
of 2,915 waiver slots to prevent the
institutionalization of individuals with
intellectual disabilities in the target
population who are on the urgent waitlist for
a waiver, or to transition to the community,
individuals with intellectual disabilities under
22 years of age from institutions other than
the Training Centers (i.e., ICFs and nursing
facilities) ... ix.

Sustained

Compliance

The Commonwealth created more
than the required number of waiver
slots, and it prioritized slots for the
designated target populations, as
required over the ten years FY 2012-
2021.

The Parties agreed to consider the
¢ffectiveness of the discharge and
transition process at Nursing
Facilities (NFs) and ICFs as an
wndicator of compliance for IILD. 1.

II1.C.1.c.i.-x.

The Commonwealth shall create a minimum
of 450 waiver slots to prevent the
institutionalization of individuals with
developmental disabilities other than
intellectual disabilities in the target
population who are on the waitlist for a
waiver, or to transition to the community
individuals with developmental disabilities
other than intellectual disabilities under 22
years of age from institutions other than the
Training Centers (i.e., ICFs and nursing
facilities) ... ix.

Sustained

Compliance

See Comment rve: I11.C. 1.b.1-1x

II1.C.2.a.-h.

The Commonwealth shall create an
Individual and Family Support Program
(IFSP) for individuals with ID/DD whom the
Commonwealth determines to be the most at
risk of institutionalization. In the State Fiscal
Year 2021, a minimum of 1,000 individuals
will be supported.

Non

Compliance

Non

Compliance

The Commonwealth has fulfilled the
quantitative requirement_for the
Fiscal Years 2013 through 2020 by
providing financial support to more
than 1,000 indwiduals each year.
During the 18" Period, the
Commonwealth met the requirements
Jor fwe of the twelve Compliance
Indicators, 1.01-1.12. The
Commonwealth met Indicators 1.03,
1.05, 1.08, 1.10, and 1.12. It has
not met 1.01, 1.02, 1.04, 1.00,
1.07, 1.09, and 1.11, and therefore
remains in non-compliance.
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The Commonwealth shall ensure that
individuals receiving HCBS waiver services
under this Agreement receive case
management.

187(100%) of the ndwiduals
reviewed wn the Individual Services
Review studies during the 10%, 11t
120 13th, 14% 15% ] 6% and 18"

II1.C.5.a. Sustained Periods had case managers and
Compliance | cwrrent Individual Support Plans.
For the purpose of this agreement, case
HI.C.5.b. management shall mean:
Assembling professionals and For this and four other Provisions,
nonprofessionals who provide individualized HIL.C5.ba, HLC.5.ba..,
supports, as well as the individual being HI.C5.c. and V.F.2., there are
served and other persons important to the Non twelve Compliance Indicators, 2.01-
individual being served, who, through their . 2.05 and 2.16-2.22. Indicator
combined expertise and involvement, develop Compliance | 9 5 has ten required elements
III.C.5.b.i. | Individual Support Plans (“ISP”) that are (2.06-2.15).
}ng}v%gua}}zed, [()ierson-centered, and meet the Non Virginia met four of the Indicators
Haivicuats needs. 2.01, 2.04, 2.17 and 2.21, but
Compliance | has not met eight Indicators 2.02,
2.03, 2.05 (includes 2.06 — 2.15),
2.16,2.18,2.19, 2.20, and 2.22.
Assisting the individual to gain access to N When Virginia achieves the
needed medical, social, education, on Indicators for II1.C.5.b.1., it also
.. | transportation, housing, nutritional, Compliance | achieve compliance for this Provision.
III.C.5.b.ii. . . o .
therapeutic, behavioral, psychiatric, nursing,
personal care, respite, and other services Non
identified in the ISP. Compliance
Monitoring the ISP to make timely additional N When Virginia achieves the
referrals, service changes, and amendments to on Indicators for IIL.C.5.b.1., it also
IILC.5.b.iii. the plans as needed. Compliance | achieve compliance for this Provision.
Non
Compliance
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Case management shall be provided to all
individuals receiving HCBS waiver services
under this Agreement by case managers who
are not directly providing such services to the
individual or supervising the provision of such
services. The Commonwealth shall include a
provision in the Community Services Board

The Independent Reviewer
and Parties agreed in April
2020 that this provision is in
Sustained Compliance.

III.C.5.c. (“CSB”) Performance Contract that requires Sustained
CSB case managers to give individuals a Compliance
choice of service providers from which the
individual may receive approved waiver
services and to present practicable options of
service providers based on the preferences of
the individual, including both CSB and non-
CSB providers.
The Commonwealth shall establish a The Commonwealth met three of the
mechanism to monitor compliance with Non Jour Compliance Indicators, 6.01-
performance standards. 6.04. It met 6.01, 6.02, and

Compliance | 6.03., but has not met Indicator
III.C.5.d. 0.04, and therefore remains in Non-
Compliance.
Non
Compliance
The Commonwealth shall develop a The Commonwealth met twelve™ of
statewide crisis system for individuals with the twenty-two Compliance
intellectual and developmental disabilities. Indicators 7.02-7.23. 1t met
The crisis system shall: Indicators 7.2, 7.3, 7.4, 7.5%
o - Non 7.9% 7.10, 7.11, 7.12% 7.13%,
1. Provide timely and accessible support ... Compliance | @ d7.15,7.17, and 7.23, but has
IIL.C.6.a.i.-iii. | 1- Provide services focused on crisis not mel Indicators 7.6, 7.7, 7.8,

prevention and proactive planning ... 7.14,7.16,7.18, 7.19, 7.20,
o ‘ N 7.21, 7.22, and therefore remains
iii. Provide in-home and community-based on in Non-Compliance.
crisis services that are directed at resolving Compliance

crises and preventing the removal of the
individual from his or her current placement
whenever practicable.
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The Commonwealth shall utilize existing
CSB Emergency Services, including existing
CSB hotlines, for individuals to access

CSB Emergency Services are
uttlized. Regional Education,
Assessment, Crisis Services,

IILC.6.b.i.A. | information about referrals to local resources. Sustained Habilitation (REACH) hotlines are
Such hotlines shall be operated 24 hours per Compliance operated 24 hours per day, 7 days
day, 7 days per week. per week, and provide access to

imformation for adults and children
with IDD.
By June 30, 2012, the Commonwealth shall REACH trained CSB staff during
train GSB Emergency Services (ES) personnel the past six years. The
in each Health Planning Region on the new ) Commonwealth requires that all

II1.C.6.b.i.B. | crisis response system it is establishing, how to Sustained Emergency Services (ES) staff and
make referrals, and the resources that are Compliance | case managers are required to atlend
available. training.

Mobile crisis team members adequately The Commonwealth met_five®, of the
trained to address the crisis shall respond to Non seven Compliance Indicators 8.01-
individuals at their homes and in other . 8.07. It met Indicators 8.01, 8.02,
community settings and offer timely Compliance 8.03, 8.05, and 8.07, but has not

III.C.6.b.ii.A. | assessment, services, support, and treatment met 8.04 and 8.06, and therefore
to de-escalate crises without removing remains in Non-Compliance.
individuals from their current placement Non
whenever possible. Compliance
Mobile crisis teams shall assist with crisis The Parties agreed that the
planning and identifying strategies for Non Indicators for HI.C.6.a.1.-u1. and

. preventing future crises and may also provide Compliance | ZLLC.6.b.u.A. cover tus provision.

III.C.6.b.ii.B. h d short-term ‘v within an
enhanced short-term capacity within a
individual’s home or other community Non
setung. Compliance
Mobile crisis team members adequately During the 17" and 18" Review
trained to address the crisis also shall work Periods, law enforcement personnel
with law enforcement personnel to respond if were mvolved. Mobile crisis team
an individual with IDD comes into contact members worked with law

. with law enforcement. Sustained enforcement personnel to respond
II.C.6.b.ii.C. i regardless of whether REA gH staff
Compliance

responded in person or remotely
using telehealth.
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Mobile crisis teams shall be available 24
hours per day, 7 days per week and to

REACH Mobile crisis teams for

children and adults are available

not exceed 30 days.

.. respond on-site to crises. Sustained around the clock and respond on-site,
1.C.6.b.ii.D. b ) or remotely due to COVID
Compliance precautions, at all hours of the day
and night.
Mobile crisis teams shall provide local and In each Region, the individuals are
timely in-home crisis support for up to three provided in-home mobile supports, or
days, with the possibility of an additional lelehealth due to COVID
IIL.C.6.b.iiE period of up to 3 days upon review by the Sustained precqutions, Jor up to three dqy.s as
SR Regional Mobile Crisis Team Coordinator ) required. Days of support provided
Compliance ranged between a low of one and a
high of sixteen days.
By June 30, 2014, the Commonwealth shall The Commonwealth added staff to
have a sufficient number of mobile crisis REACH teams in all five Regions
teams in each Region to respond to on-site to and_for fiwe years demonstrated a
crises as follows: in urban areas within one Sustained sufficient number of staff to respond
III.C.6.b.ii.H. | hour, in rural areas within two hours, as lo on-site crises within the required
measured by the average annual response Compliance | average annual response times.
time. Appropriate COVID precautions
temporarily replaced most on-site
responses.
Crisis Stabilization programs offer a short- All Regions continue to have crisis
term alternative to institutionalization or Sustained stabilization programs that are
III.C.6.b.iii.A. | hospitalization for individuals who need providing short-term alternatives for
inpatient stabilization services. Compliance | adults and have two crisis
stabilization homes for children.
Crists stabilization programs shall be used as The Commonwealth met the four*
a last resort. The State shall ensure that, Compliance Indicators 10.01, 10.2,
prior to transferring an individual to a crisis Non 10.3% and -10.04% however, it
stabilization program, the mobile crisis team, Compliance remains in Non-Compliance. See
IIL.C.6.b.iii.B. | 1 collaboration with the provider, has first *Note at the end of this Table.
attempted to resolve the crisis to avoid an
out-of-home placement and, if that is not Non
possible, has then attempted to locate another
community-based placement that could serve Compliance
as a short-term placement.
Crists stabilization programs shall have no Non For llustratwe purposes only, the
II1.C.6.b.iii.D. | more than six beds and lengths of stay shall . Commonwealth met the sole
Compliance

wdicator™ 11.01, however, it
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remains in Non-Compliance. See

Non *Note at the end of this Table.
Compliance
With the exception of the Pathways Program The Parties agreed that the
at SWVTC ... crisis stabilization programs Indicators for I11.C. 6.b.1u1. G. cover
shall not be located on the grounds of the Non this Provision.
Training Centers or hospitals with inpatient
[IL.C.6.b.iii.E. | Psychiatric beds. By July 1, 2015, the Compliance
Pathways Program at SWV'TC will cease
providing crisis stabilization services and shall
be replaced by off-site crisis stabilization Compliance
programs with sufficient capacity to meet the
needs of the target population in that Region.
By June 30, 2012, the Commonwealth shall FEach Region developed and currently
develop one crisis stabilization program in Sustained maintains a crisis stabilization
III.C.6.b.iii.F. | cach Region. program _for adults with IDD in
Compliance | each Region and has two programs
Jfor children.
By June 30, 2013, the Commonwealth shall The Commonwealth met all three
develop an additional crisis stabilization Non Compliance Indicators 15.01,
program in each Region as determined Compliance 13.02, and13.03, and therefore has
I1.C.6.b.iii.G. necessary by the Commonwealth to meet the aclueved Compliance for the furst
needs of the target population in that Region. time.
Compliance
To the greatest extent practicable, the The Commonwealth has
Commonwealth shall provide individuals in Non achieved Compliance
the target population receiving services under i Indicator 14.01.
this Agreement with integrated day Compliance
III.C.7.a. opportunities, including supported The Coglmonwealth has not
1 ¢ met Indicators 14.02 14.03,
employment.
Non 14.04, 14.05, 14.06, 14.07.
14.08, 14.09, and 14.10.
Compliance
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II1.C.7.b.

The Commonwealth shall maintain its
membership in the State Employment
Leadership Network (“SELN”) established by
the National Association of State
Developmental Disabilities Directors. The
Commonwealth shall establish a state policy
on Employment First for the target
population and include a term in the CSB
Performance Contract requiring application
of this policy. The Employment First policy
shall, at a minimum, be based on the
following principles: (1) individual supported
employment in integrated work settings is the
first and priority service option for
individuals with intellectual or developmental
disabilities receiving day program or
employment services from or funded by the
Commonwealth; (2) the goal of employment
services is to support individuals in integrated
work settings where they are paid minimum
or competitive wages; and (3) employment
services and goals must be developed and
discussed at least annually through a person-
centered planning process and included in
the ISP. The Commonwealth shall have at
least one employment service coordinator to
monitor implementation of Employment
First practices for individuals in the target
population.

Non

Compliance

Non

Compliance

The indicators for III.C.7.a.
serve to measure I11.C.7.b.

III.C.7.b.i.

Within 180 days of this Agreement, the
Commonwealth shall develop, as part of its
Employment First Policy, an implementation
plan to increase integrated day opportunities
for individuals in the target population,
including supported employment, community
volunteer activities, community recreation
opportunities, and other integrated day
activities.

Sustained

Compliance

The Commonwealth had
previously developed plans for
both supported employment
and for integrated community
activities. It’s updated plan
includes outcomes and bench

marks for FY 21 -FY23

III.C.7.b.i.A.

Provide regional training on the Employment
First policy and strategies through the
Commonwealth.

Sustained

Compliance

DBHDS continued to provide

regional training.
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Establish, for individuals receiving services
through the HCBS waiwvers, annual baseline
information regarding:

The Commonwealth has
sustained its improved method
of collecting data. For the fifth
consecutive full year, data were
reported by 100% of the

II.C.7.b.i. Sustained employment service
B.1. Compliance organizations. They continue
to report the number of
individuals, length of time, and
earnings as required in
I1.C.7.b.i.B.1.a., b., c., d., and
e. below.
IL.C.7.b.i The number of individuals who are receiving Sustained | Sce answer for III.C.7.b.i.B.1.
i; l N supported employment.
-iea Compliance
III.C.7.b.i. | The length of time individuals maintain Sustained | Sce answer for III.C.7.b.i.B.1.
B.1.b. employment in integrated work settings. ]
Compliance
LC.7.b.i Amount of e'arnlngs from supported Sustained See answer for I11.C.7.b.1i.B. 1.
B.l.c. employment;
Compliance
II1.C.7.b.i. The number of individuals in pre-vocational Sustained See answer for II1.C.7.b.1.B.1.
B.1.d. services.
Compliance
III.C.7.b.i. | The length-of-time individuals remain in pre- Sustained | See answer for III.C.7b.i.B.1.
B.1l.e. vocational services.
Compliance
The Parti i
Targets to meaningfully increase: the number 9 026 0 irtle;jclgreed'n'q‘] anuary
IIL.C.7.b.i. T . S ined that this provision 1s 1n
of individuals who enroll in supported ustaine Sustained C i d
B.2.a. employment each year ustamed fompliance and
Py year. Compliance | that meeting these targets will
be measured in II.D. 1.
The number of individuals who remain Th number of individuals
III.C.7.b.i. | employed in integrated work settings at least Sustained | employed and the length of
ploy: g g ploy: g
B.2.b. 12 months after the start of supported Compliance time employed are both

employment.

determined annually.
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RQCs did not completed a

Regional Quality Cogncils RQQO), df‘:scribed Sustained quarterly review of
in V.D.5. ... shall review data regarding the )
. . R . Comphance employment data or
extent to which the targets identified in |
. . . employment targets. Data
Section III.C..7.b.1.B.2 above are being met. .
. were not shared with the
IL.C.7.c. These data shall be provided quarterly ... . RQC to review, and not all
Regional Quality Councils shall consult with Sustained 7
. g . RQUCs had evidence of
providers w1th the SELN regarding the need | ¢ ompliance | meaningful discussions,
to take additional measures to further s 1 .
. RQC’s did not consult with
enhance these services. .
providers.
The Regional Quality Councils shall annually Sustained RQCs did not completed a
review the targets set pursuant to Section C . quarterly review of
III.C.7.b.1.B.2 above and shall work with ompHance employment data or
II1.C.7.d. providers and the SELN in determining Sustained employment targets. RQC'’s
whether the targets should be adjusted . did not consult with providers.
upward. Compliance
The Commonwealth shall provide The Commonwealth has
transportation to individuals receiving HCBS achieved Compliance
waiver services in the target population in Non Indicators 16.01, 16.03, 16.04,
accordance with the Commonwealth’s HCBS C " 16.05, 16.06, and 16.07.
ivers. ompliance
Waivers The Commonwealth has not
II1.C.8.a. met Indicators 16.02 and
Non 16.08.
Compliance
The Commonwealth shall publish guidelines N The Commonwealth met the two
for families seeking intellectual and on Compliance Indicators 17.01 and
developmental disability services on how and Compliance | / 7.02 and therefore has achieved
IIL.C.8.b where to apply for and obtain services. The Compliance for the furst time.
I guidelines will be updated annually and will
be provided to appropriate agencies for use in Compliance

directing individuals in the target population
to the correct point of entry to access
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The Commonwealth shall serve individuals in
the target population in the most integrated
setting consistent with their informed choice

The Commonwealth met twelve®, of
the twenty-three Indicators 18.01-
18.23. It met Indicators 18.01%,

and needs. Non 18.10,18.11,18.12, 18.13,
) 18.14, 18.15, 18.16, 18.17,
IILD.1. Compliance | ;9 78 78.19% 18.22, but did it
Non not meet the eleven Indicators
18.02, 18.03, 18.04, 18.05,
Compliance | 18.06, 18.07, 18.08, 18.09,
18.20, 18.21, and 18.23, and
therefore remains in Non-
Compliance.
The Commonwealth shall facilitate As of 3/31/21, the Commonwealth
individuals receiving HCBS waivers under had created new options for 1,562
this Agreement to live in their own home, individuals who are now living in
leased apartment, or family’s home, when their own homes. This is 1,221
such a placement is their informed choice and more individuals than the 541
III.D.2. the most integrated setting appropriate to Sustained indwiduals who were living in
their needs. To facilitate individuals living their own homes as of 7/1/15.
independently in their own home or Compliance This accomplishment is 84% of
apartment, the Commonwealth shall provide its goal of 1,886 by 6/30/20.
information about and make appropriate
referrals for individuals to apply for rental or
housing assistance and bridge funding
through all existing sources.
Within 365 days of this Agreement, the The Commonwealth developed a
Commonwealth shall develop a plan to Sustained plan, created strategies to improve
II1.D.3. increase access to independent living options access, and provided rental subsidies.
such as individuals’ own homes or Compliance
apartments.
The plan will be developed under the direct DBHDS has a dedicated housing
supervision of a dedicated housing service service coordinator. 1t has developed
coordinator for the Department of Behavioral and updated its housing plan with
Health and Developmental Services these representatives and with others.
(“DBHDS”) and in coordination with
representatives from the Department of Sustained
HIL.D.3.a. Medical Assistance Services (“DMAS”),
Virginia Board for People with Disabilities, Compliance

Virginia Housing Development Authority,
Virginia Department of Housing and
Community Development, and other
organizations ...
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The plan will establish for individuals
receiving or eligible to receive services
through the HCBS waivers under this
Agreement: Baseline information regarding

Virginia estimated the number of
indiiduals who would choose
independent living options. 1t
established the required baseline,

[ILD.3.b.i.-ii the number of individuals who would choose Sustained updated and revised the Plan with
T the independent living options described C i new strategies and recommendations,
above, if available; and recommendations to OMPHUANCE 1 4nd tracks progress toward achieving
provide access to these settings during each plan goals.
year of this Agreement.
Within 365 days of this Agreement, the The Commonwealth established the
ommonwealth shall establish and begin one-time fund, distributed funds, an
C Ith shall establish and begi ] d, distributed funds, and
distributing from a one-time fund of $800,000 ) demonstrated viability of providing
II1.D .4. to provide and administer rental assistance in Sustained rental assistance. The individuals
accordance with the recommendations Compliance who. recewed these one-time ﬁ{nds
described above in Section II11.D.3.b.ii. recewed permanent rental assistance.
Individuals in the target population shall not The Commonwealth met one of the
be served in a sponsored home or an three Comphiance Indicators 19.01-
P y Non p
congregate setting, unless such placement is ‘ 19.03. It met Indicator 19.01, but
IIL.D.5 consistent with the individual’s choice after Compliance | gid not meet 19.02 and 19.03, and
receiving options for community placements, Non therefore remains in Non
services, and supports consistent with the Compliance.
terms of Section IV.B.9 below. Compliance
The C Ith h t
No individual in the target population shall ¢ ommonwea asme
be placed i e Lacili Indicators 20.01, 20.03,
e e s g.y o C‘ingrelgate 20.04%, 20.05, 20.06, 20.08%,
setting with five or more individuals unless Non 90.09, 20.10%, 20.11 and
such placement is consistent with the ) 90.1%% but has not achicved
individual’s needs and informed choice and Compliance o
. o Indicators 20.02, 20.07 and
II1.D.6. has been reviewed by the Region’s L
. 20.12. Therefore, Virginia
Community Resource Consultant (CRC) - .
. R remains in Non-Compliance
and, under circumstances described in Non . . .. %
. . with this Provision. See * Note
Section III.E below, the Regional Support G .
ompliance | below.

Team (RST).
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The Commonwealth shall include a term in
the annual performance contract with the
CSBs to require case managers to continue to

The Commonwealth

ncluded this term wn its annual
performance contract, developed and
provided training to case managers

IIL.D.7. offer edu'cation'about less restrictive Sustained and implemented an_form for the
community options on at least an annual Compliance | annual ISP form process regarding
basis to any individuals living outside their education about less restrictive
own home or family’s home ... options.

The Commonwealth shall utilize Community Community Resource
Resource Consultant (“CRC”) positions Consultants (CRCs) are
located in each Region to provide oversight located in each Region, are

ILE.1 and guidance to CSBs and community Sustained | members of the Regional

R providers, and serve as a liaison between the . Support Teams, and are
CSB case managers and DBHDS Central Compliance | ;;c for these functions.
Office...The CRCs shall be a member of the
Regional Support Team ...
The CRC may consult at any time with the DBHDS has sustained
Regional Support Team (RST). Upon improved RST processes.
referral to it, the RST shall work with the CRGCs and the RSTs continue
Personal Support Team (“PST”) and CRC to to fulfill their roles and
review the case, resolve identified barriers, responsibilities.

IIL.E.2. and ensure that the placement 1s the most Sustained
integrated setting appropriate to the .
individual’s needs, consistent with the Compliance
individual’s informed choice. The RST shall
have the authority to recommend additional
steps by the PST and/or CRC.

The CRC shall refer cases to the Regional The RSTs, which meet
ILE.3.a.-d Support Teams (RST) for review, assistance Sustained | monthly and fulfill their
""" in resolving barriers, or recommendations . assigned functions when they
Compliance

whenever (specific criteria are met).

receive timely referrals..
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COMPLIANCE*
designates the
portions of the
Consent Decree

Comments explain the
Commonwealth’s status with

V. Discharge Planning and Transition E\lfci?jg(i?;f:;gd cach Provision.
from Training Centers relieved by the
Court.
By July 2012, the Commonwealth will have The Commonwealth
implemented Discharge and Transition developed and implemented
Planning processes at all Training Centers discharge planning and
Iv. consistent with the terms of this section COMPLIANCE* | transition processes prior to
July 2012. These processes
continue at SEVTC.
To ensure that individuals are served in the For the one area of Non-
most integrated setting appropriate to their Compliance previously
needs, the Gommonwealth shall develop and identified — lack of integrated
implement discharge planning and transition day opportunities — the Parties
IV.A. processes at all Training Centers consistent COMPLIANCE* | .. blished indicators for
with the terms of this Section and person- III.C.7.a to serve as the
centered principles. measures of compliance for
IV.A.
Individuals in Training Centers shall The Independent Reviewer’s
participate in their treatment and discharge Individual Services Review
planning to the maximum extent practicable, studies found that DBHDS has
regardless of whether they have authorized consistently complied with this
IV.B.3. representatives. Individuals shall be provided | compLIANCE#* | Provision. The discharge plans

the necessary support (including, but not
limited to, communication supports) to
ensure that they have a meaningful role in the
process.

reviewed were well organized
and well documented.
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The goal of treatment and discharge planning
shall be to assist the individual in achieving
outcomes that promote the individual’s
growth, wellbeing, and independence, based
on the individual’s strengths, needs, goals,

For the one area of Non-
Compliance previously
identified — lack of integrated
day opportunities — the Parties
established indicators for

IV.B.4. and preferences, in the most integrated COMPLIANCE* | 1171 (1 7 a 0 serve as the
settings in all domains of the individual’s life measures of compliance for
(including community living, activities, 1V.B.4.
employment, education, recreation,
healthcare, and relationships).
The Commonwealth shall ensure that The Independent Reviewer’s
discharge plans are developed for all Individual Services Review
individuals in its Training Centers through a studies found that DBHDS has
documented person-centered planning and consistently complied with this
implementation process and consistent with provision and its sub provisions
IV.B.5 the terms of this Section. The discharge plan a.-e., e.d. and e.ii. The
e shall be an individualized support plan for COMPLIANCE* | discharge plans are well

transition into the most integrated setting documented.
consistent with informed individual choice
and needs and shall be implemented
accordingly. The final discharge plan will be
developed within 30 days prior to discharge.
Provision of reliable information to the See comment re: IV.B.5.
individual and, where applicable, the

IV.B.5.a. authorized representative, regarding COMPLIANCE#*
community options in accordance with
Section IV.B.9;
Identification of the individual’s strengths, See comment re: [V.B.5.

IV.B.5.b. preferences, needs (clinical and support), and | ~oMPLIANCE*
desired outcomes;
Assessment of the specific supports and See comment re: [V.B.5.
services that build on the individual’s

IV.B.5.c. strengths and preferences to meet the COMPLIANGES

individual’s needs and achieve desired
outcomes, regardless of whether those
services and supports are currently available;
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IV.B.5.d.

Listing of specific providers that can provide
the identified supports and services that build
on the individual’s strengths and preferences

See comment re: IV.B.5.

Coe . . COMPLIANCE*
to meet the individual’s needs and achieve
desired outcomes.
Documentation of barriers preventing the See comment re: IV.B.5.
individual from transitioning to a more
IV.B.5.e. integrated setting and a plan for addressing COMPLIANCE*
those barriers.
Such barriers shall not include the See comment re: IV.B.5.
IV.B.5.e.i. il?divi‘d.ual’s disability or the severity of the GOMPLIANGE®
disability.
For individuals with a history of re-admission See comment re: IV.B.5.
IV.B.5.e.ii. | or crises, the factors that led to re-admission GOMPLIANGE®
or crises shall be identified and addressed.
Discharge planning will be done by the For the one area of Non-
individual’s PST... Through a person- Compliance previously
centered planning process, the PST will assess identified — lack of integrated
IV.B an individual’s treatment, training, and day opportunities — the Parties
V.B.6. habilitation needs and make COMPLIANCE* | established indicators for
recommendations for services, including II1.C..7.a to serve as the
recommendations of how the individual can measures of compliance for
be best served. IV.B.6.
Discharge planning shall be based on the The Commonwealth’s
presumption that, with sufficient supports and discharge plans indicate that
services, all individuals (including individuals individuals with
with complex behavioral and/or medical complex/intense needs can
IV.B.7. needs) can live in an integrated setting. COMPLIANCE* | live in integrated settings.

Interviews and documents
reviewed indicate that this
process remains in place at

SEVTC.
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In developing discharge plans, PSTs, in
collaboration with the CSB case manager,
shall provide to individuals and, where
applicable, their authorized representatives,
specific options for types of community
placements, services, and supports based on

The Individual Services
Review studies determined
that individuals and their
authorized representatives,
were provided with
information regarding

IV.B.9. the discharge plan as described above, and COMPLIANCE* | community options and had
the opportunity to discuss and meaningfully the opportunity to discuss
consider these options. them with the PST. Interviews

and documents reviewed
indicate that this process
remains in place at SEVTC.
The individual shall be offered a choice of The Independent Reviewer’s
providers consistent with the individual’s Individual Services Review
identified needs and preferences. studies found that
Commonwealth had offered a
IV.B.9.a. COMPLIANCE* | choice of providers. Interviews
and documents reviewed
indicate that this process
remains in place at SEVTC.
PSTs and the GSB case manager shall The Individual Services
coordinate with the ... community providers Review studies determined
identified in the discharge plan as providing that individuals and their
appropriate community-based services for the authorized representatives did
individual, to provide individuals, their have an opportunity to speak
families, and, where applicable, their with individuals currently
authorized representatives with opportunities living in their communities and
to speak with those providers, visit their family members.
IV.B.9.b. community placements (including, where COMPLIANCE* | Interviews and documents
feasible, for overnight visits) and programs, reviewed indicate that this
and facilitate conversations and meetings with process remains in place at
individuals currently living in the community SEVTC.
and their families, before being asked to make
a choice regarding options. The
Commonwealth shall develop family-to-
family peer programs to facilitate these
opportunities.
PSTs and the GSB case managers shall assist The Individual Services
the individual and, where applicable, their Review studies determined
IV.B.9.c. authorized representative in choosing a GOMPLIANCE* that PSTs and case managers

provider after providing the opportunities
described above and ensure that providers

assisted individuals and their
Authorized Representative.
Interviews and documents
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are timely identified and engaged in
preparing for the individual’s transition.

reviewed indicate that this
process remains in place at

SEVTC.

The Commonwealth shall ensure that
Training Center PST's have sufficient
knowledge about community services and
supports to: propose appropriate options
about how an individual’s needs could be met

The Individual Services
Review studies determined
that individuals /Authorized
Representatives who
transitioned from Training

IV.B.11. in a more integrated setting; present COMPLIANCE* Centers were provided with
individuals and their families with specific information regarding
options for community placements, services, community options. Interviews
and supports; and, together with providers, and documents reviewed
answer individuals’ and families’ questions indicate that this process
about community living. remains in place at SEVTC.
In collaboration with the GSB and The Independent Reviewer
Community providers, the Commonwealth confirmed that training has
shall develop and provide training and been provided.
information for Training Center staff about .

. Interviews and documents
the provisions of the Agreement, staff . . .
L reviewed indicate that this
IV.B.11.a. obligations under the Agreement, current COMPLIANCE* .
e . Do process remains in place at
community living options, the principles of SEVTC
person-centered planning, and any related ’
departmental instructions. The training will
be provided to all applicable disciplines and
all PSTs.
Person-centered training will occur during The Independent Reviewer
initial orientation and through annual confirmed that staff receive
refresher courses. Competency will be required person-centered
determined through documented observation training during orientation and
of PST meetings and through the use of annual refresher training.
person-centered thinking coaches and )
. . Interviews and documents
mentors. Each Training Center will have . . .
. . o reviewed indicate that this
designated coaches who receive additional s i bl .
.2, . . . process remains in place a
IV.B.11.b. training. The coaches will provide guidance COMPLIANCE* | SEVTC.

to PST's to ensure implementation of the
person-centered tools and skills. Coaches ...
will have regular and structured sessions and
person-centered thinking mentors. These
sessions will be designed to foster additional
skill development and ensure implementation
of person centered thinking practices
throughout all levels of the Training Centers.
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IV.B.15.

In the event that a PST makes a
recommendation to maintain placement at a
Training Center or to place an individual in a
nursing home or congregate setting with five
or more individuals, the decision shall be
documented, and the PST shall identify the
barriers to placement in a more integrated
setting and describe in the discharge plan the

See Comment for IV.D.3.

steps the team will take to address the COMPLIANCE®

barriers. The case shall be referred to the

Community Integration Manager and

Regional Support Team in accordance with

Sections IV.D.2.a and fand IV.D.3 and such

placements shall only occur as permitted by

Section IV.C.6.

Once a specific provider is selected by an The Independent Reviewer’s

individual, the Commonwealth shall invite Individual Services Review

and encourage the provider to actively studies found that provider

participate in the transition of the individual staff participated in the pre-

from the Training Center to the community move ISP meeting and were

IV.C.1. placement. COMPLIANCE* trained in the support plan

protocols. Interviews and
documents reviewed indicate
that this process remains in
place at South Eastern
Virginia Training Center
(SEVTCQC).

Once trial visits are completed, the individual The Independent Reviewer’s

has selected a provider, and the provider Individual Services Review

agrees to serve the individual, discharge will studies found that almost all

occur within 6 weeks, absent conditions individuals had moved within

IV.C.2. beyond the Commonwealth’s control. If GOMPLIANCE* 6 weeks, or reasons were

discharge does not occur within 6 weeks, the
reasons it did not occur will be documented

and a new time frame for discharge will be
developed by the PST.

documented. Interviews and
documents reviewed indicate
that this process remains in

place at SEVTC.
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The Commonwealth shall develop and
implement a system to follow up with
individuals after discharge from the Training
Centers to identify gaps in care and address
proactively any such gaps to reduce the risk of
re-admission, crises, or other negative
outcomes. The Post Move Monitor, in
coordination with the GSB, will conduct post-
move monitoring visits within each of three

(3) intervals (30, 60, and 90 days) following an

The Independent Reviewer
determined the
Commonwealth’s PMM
process is well organized. It
functions with increased
frequency during the first
weeks after transitions.

The Independent Reviewer’s
Individual Services Review

IV.C.3. individual’s movement to the community COMPLIANCE | Studies found that PMM Visits
. . . occurred. The monitors had
setting. Documentation of the monitoring . "
c o . been trained and utilized
visit will be made using the Post Move . .
Monitoring (PMM) Checklist. The monitoring checklists.
Commonwealth shall ensure those Interviews and documents
conducting Post Move Monitoring are reviewed indicate that this
adequately trained and a reasonable sample process remains in place at
of look-behind Post Move Monitoring is SEVTC.
completed to validate the reliability of the
Post Move Monitoring process.
The Commonwealth shall ensure that each The Independent Reviewer’s
individual transitioning from a Training Individual Services Review
Center shall have a current discharge plan, studies found that for almost
updated within 30 days prior to the all individuals, the
individual’s discharge. Commonwealth updated
IV.C.4. discharge plans within 30 days

COMPLIANCE*

prior to discharge.

Interviews and documents
reviewed indicate that this
process remains in place at

SEVTC.
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The Commonwealth shall ensure that the
PST will identify all needed supports,
protections, and services to ensure successful
transition in the new living environment,
including what is most important to the
individual as it relates to community
placement. The Commonwealth, in
consultation with the PST, will determine the

The Independent Reviewer’s
Individual Services Review
studies found that the Personal
Support Teams (PSTs),
including the Authorized
Representative, had
determined and documented,
and the CSBs had verified,

IV.C.5. essential supports needed for successful and COMPLIANCE* | that essential supports to
optimal community placement. The ensure successful community
Commonwealth shall ensure that essential placement were in place prior
supports are in place at the individual’s to placement.

.Con.lmumt,y p@acement prior to the Interviews and documents

individual’s discharge. . . .
reviewed indicate that this
process remains in place at
SEVTC.

No individual shall be transferred from a The Independent Reviewer’s

Training Center to a nursing home or Individual Services Review

congregate setting with five or more studies found that discharge

individuals unless placement in such a facility records for almost all

is in accordance with the individual’s individuals who moved to

informed choice after receiving options for settings of five or more did so

Iv.C.6. community placements, services, and COMPLIANCE?* | hased on their informed choice
supports and is reviewed by the Community after receiving options.
Integration Manager to ensure such .
placement is consistent with the individual’s Int(?rwew§ an.d documen?s
informed choice. reviewed 1ndl'cat'e that this

process remains in place at

SEVTC.
The Commonwealth shall develop and The Independent Reviewer
implement quality assurance processes to confirmed that documented
ensure that discharge plans are developed Quality Assurance processes
and implemented, in a documented manner, have been implemented
consistent with the terms of this Agreement. consistent with the terms of the
These quality assurance processes shall be Agreement. When problems

IV.C.7. sufficient to show whether the objectives of COMPLIANCE* have been identified, corrective

this Agreement are being achieved.
Whenever problems are identified, the
Commonwealth shall develop and implement
plans to remedy the problems.

actions have occurred with the
discharge plans.

Interviews and documents
reviewed indicate that this
process remains in place at

SEVTC.
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IV.D.1.

The Commonwealth will create Community
Integration Manager (“CIM”) positions at
each operating Training Center.

The Independent Reviewer
confirmed that the Facility
Director job description at

COMPLIANCE* | SEVTC specifically identifies
responsibility for CIM duties
and responsibilities.

CIMs shall be engaged in addressing barriers The Independent Reviewer’s
to discharge, including in all of the following Individual Services Review
circumstances: The PST recommends that an studies found that CIMs were
individual be transferred from a Training engaged in addressing barriers
IV.D.2.a. Center to a nursing home or congregate COMPLIANCE* | © discharge.
setting with five or more individuals. .
Interviews and documents
reviewed indicate that this
process remains in place at
SEVTC.
The Commonwealth will create five Regional The Independent Reviewer’s
Support Teams, each coordinated by the Individual Services Review
CIM. The Regional Support Teams shall be studies found that five RSTs
composed of professionals with expertise in were functioning with the
serving individuals with developmental required members and were
disabilities in the community, including coordinated by the CIMs.
IV.D.3. 1nd1Ylduals with complex behawgral and COMPLIANCE* | Interviews and documents
medical needs. Upon referral to it, the . . .
Regional Support Team shall work with the reviewed indicate that this
gt PP o
PST and CIM to review the case and resolve process remains in place at
identified barriers. The Regional Support SEVIC.
Team shall have the authority to recommend
additional steps by the PST and/or CIM.
The CIM shall provide monthly reports to The CIM provides monthly
DBHDS Central Office regarding the types reports and DBHDS provides
IV.D.4. of placements to which individuals have been | compLIaANCE* | the aggregated weekly and.

placed.

monthly information to the
Reviewer and DQJ.
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Ratings prior
to the 19t
Period are not

in bold.

Ratings for
the 19% Period

Comments include the
Commonwealth’s status with
each of the Compliance
Indicators associated with the
provision.

are in bold. The Findings Section and
v Quality and Risk Management attached consultant reports
) System If Compliance | include additional explanatory
ratings have information regarding the
been achieved | Compliance Indicators.
twice
consecutively, | The Comments in italics below are
Virginia has Jfrom a prior period when the most
achieved recent compliance rating was
“Sustained determined.
Compliance.”
The Commonwealth’s Quality Management The Commonwealth met eleven™ of
System shall: identify and address risks of the thirty-three Compliance
harm; ensure the sufficiency, accessibility, Indicators 29.01-29.33. It met
and quality of services to meet individuals’ Non Indicators 29.03, 29.04, 29.0),
needs in integrated settings; and collect and 29.06, 29.07, 29.11, 29.12,
evaluate data to identify and respond to Compliance | 29.13% 29.15% 29.31, and
V.B. trends to ensure continuous quality 29.32, but did not meet Indicators
improvement. 29.01, 29.02, 29.08, 29.09,
Non 29.10, 29.14, 29.16, 29.17,
. 29.18, 29.19, 29.20, 29.21,
Compliance | 99 75 29,23, 29.24, 29.25,
29.26, 29.27, 29.28, 29.29,
29.30, and 29.33 and therefore
remains in Non-Compliance.
The Commonwealth shall require that all The Commonwealth met five of the
Training Centers, CSBs, and other Non eleven Compliance Indicators
community providers of residential and day ] 30.01-30.11. It met Indicators
services implement risk management Compliance | 30, 01, 30.02, 30.03, 30.04, and
V.C.1. processes, including establishment of uniform 30.006, but did not meet Indicators
risk triggers and thresholds, that enable them 30.05, 30.07, 30.08, 30.09,
to adequately address harms and risks of Non 30.10, and 30.11, and therefore
harm. . remains in Non-Compliance.
Compliance
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The Commonwealth shall have and

DBHDS implemented and

implement a real time, web-based incident Sustained | maintains a web-based
V.C.2. reporting system and reporting protocol. . incident reporting system and
Compliance reporting protocol.
The Commonwealth shall have and DBHDS revised its
implement a process to investigate reports of regulations, increased the
suspected or alleged abuse, neglect, critical number of investigators and
incidents, or deaths and identify remediation supervisors, added expert
steps taken. investigation training, created
. an Investigation Unit, includes
V.C.3. Sustained | jo;ble loop corrections in
Compliance Corrective Action Plans
(CAPs) for immediate and
sustainable change, and
requires 45-day checks to
confirm implementation of
CAP s re: health and safety.
The Commonwealth shall offer guidance and The Commonwealth has met
training to providers on proactively Non Compliance Indicators 32.01,
identifying and addressing risks of harm, Compliance 31.02, 31.05, 31.06, 31.08, and
V.C.4 Conduct‘ing root cause apalysis, and ‘ 31.09.
developing and monitoring corrective actions. The Commonwealth has not
Non met Indicators 32.03, 32.04,
. and 32.07.
Compliance
The Commonwealth shall conduct monthly The Commonwealth has met
mortality reviews for unexplained or Compliance Indicators 33.01,
unexpected deaths reported through its 33.02, 33.03, 33.04, 33.05,
incident reporting system. The ...mortality 33.06, 33.07, 33.08, 33.09%,
review team ... shall have at least one 33.10, 33.11, 33.12, 33.14,
member with the clinical experience to Non 33.16, 33.17, 33.18, 33.19,
conduct mortality re who is otherwise Compliance 33.20, and 33.21.
independent of the State. Within ninety days
V.C.5. of a death, the mortality review team shall: (a) The Commonwealth has not
review, or document the unavailability of: (1) N met Indicators 33.13 and
medical records, including physician case on 33.15.
notes and nurse’s notes, and all incident Compliance

reports, for the three months preceding the
individual’s death; ... (b) interview, as
warranted, any persons having information
regarding the individual’s care; and (c)
prepare and deliver to the DBHDS
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Commissioner a report of deliberations,
findings, and recommendations, if any. The
team also shall collect and analyze mortality
data to identify trends, patterns, and
problems ... and implement quality
improvement initiatives to reduce mortality
rates to the fullest extent practicable.

If the Training Center, CSBs, or other

The Commonwealth has met

community provider fails to report harms and Non Compliance Indicators 34.01,
implement corrective actions, the ] 34.02, 34.03, 34.04%*, 34.06*,
V.C.6 Commonwealth shall take appropriate action Compliance 34.07, and 34.08*.
with the provider. The Commonwealth has not
Non- met Indicator 34.05.
Compliance
The Commonwealth’s HCBS waivers shall The Commonwealth has met
operate in accordance with the Compliance Indicators 35.02,
Commonwealth’s CMS-approved waiver 32.04.
qu:aht?/ improvement p}an to ensure the needs The Commonwealth has not
of individuals enrolled in a waiver are met, Non .
C A met Indicators 35.01, 32.03,
that individuals have choice in all aspects of )
their selection of goals and supports, and that Compliance | 35.05, 32.06, 35.07, and 32.08.
V.D.1. there are effective processes in place to
monitor participant health and safety. The
plan shall include evaluation of level of care; Non
development and monitoring of individual Compliance
service plans; assurance of qualified
providers. Review of data shall occur at the
local and State levels by the CSBs and
DMAS/DBHDS, respectively.
The Commonwealth shall collect and analyze The Commonwealth has met
consistent, reliable data to improve the Compliance Indicators 36.02*
availability and accessibility of services for Non and , 36.07%*.
individuals in the target population and the .
. . o Compliance
V.D.2.2.-d. qual}ty of services offered to individuals
receiving services under this Agreement. The Commonwealth has not
Non met Compliance Indicators
] 36.01, 36.03, 36.04, 36.05,
Compliance | 55 6 4nd 36.08.
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The Commonwealth shall begin collecting
and analyzing reliable data about individuals
receiving services under this Agreement

The Commonwealth has met
Compliance Indicators 37.01%,
37.03, 37.04, 37.08, 37.09,

selected from the following areas in State Non 37.10% 37.11, 37.12% 37.13, ,
Fiscal Year 2012 and will ensure reliable data Compliance 37.14%,37.15, 37.16%, 37.18%,
are collected and analyzed from each of these 37.19, 37.20*%, 37.21, 37.22%
V.D.3. areas by June 30, 2014. Multiple types of 37.23and 37.24%..
sources (e.g., providers, case managers,
licensing, risk management, Quality Service Non
Reviews) can provide data in each area, Compliance | The Commonwealth has not
though any individual type of source need not met Indicators 37.02, 37.05,
provide data in every area (as specified): 37.06, 37.07, and 37.17
The Commonwealth shall collect and analyze The Commonwealth has not
data from available sources, including the risk met Compliance Indicator
management system described in V.C. above, Non 38.01.
those sources described in Sections V.E-G
and I below (e.g. providers, case managers, Compliance
V.D.4. Quality Service Reviews, and licensing),
Quality Service Reviews, the crisis system,
service and discharge plans from the Training Non
Centers, service plans for individuals ]
receiving waiver services, Regional Support Compliance
Teams, and CIMs.
The Commonwealth shall implement The Commonwealth has met
Regional Quality Councils (RQCs) that shall Non Compliance Indicators 39.01,
be responsible for assessing relevant data, Compliance | 39.02, and 39.03.
V.D.5. 1dent1fy%ng trepds, 'and r§c0mmegd1ng ‘ The Commonwealth has not
responsive actions in their respective Regions )
of the Commonwealth. Non met Indicators 39.04, and
Compliance | 39-05.
The Councils shall include individuals The five Regional Quality
experienced in data analysis, residential and . Councils include all the
V.D.5.a. other providers, CSBs, individuals receiving Sustained required members.
services, and families, and may include other Compliance
relevant stakeholders.
Each Council shall meet on a quarterly basis Non The Commonwealth has met
to share regional data, trends, and Compliance Indicators 40.01,
V.D.5.b. monitoring efforts and plan and recommend Compliance | 40.02%, 40.03, 40.04, and

regional quality improvement initiatives. The
work of the Regional Quality Councils shall

40.006.
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be directed by a DBHDS quality

improvement comumittee. Non The Commonwealth has not
Compliance | met Indicators 40.05 and
40.07.
At least annually, the Commonwealth shall Non The Commonwealth has not
report publicly, through new or existing . met Indicators 41.01, 41.02,
mechanisms, on the availability ... and Compliance 41.03, 41.04, and 41.05.
V.D.6. quality of supports and services in the
community and gaps in services, and shall
make recommendations for improvement. Non
Compliance
The Commonwealth shall require all The Commonwealth has met
providers (including Training Centers, GSBs, Non Compliance Indicator 42.01
and other community providers) to develop ) and 42.02.
and implement a quality improvement (“QI”) Compliance
V.E.l. program including root cause analysis that is
sufficient to identify and address significant The Commonwealth has not
1ssues. Non met Indicators 42.03, 42.04
Compliance and 42.05.
Within 12 months of the effective date of this Non The Commonwealth has not
Agreement, the Commonwealth shall develop ) met Indicators 43.01, 43.02,
measures that CSBs and other community Compliance | 4303 and 43.04 .
V.E.2. providers are required to report to DBHDS
on a regular basis, either through their risk
management/critical incident reporting Non
requirements or through their QI program. Compliance
The Commonwealth shall use Quality The Commonwealth has not
Service Reviews and other mechanisms to Non met Indicators 44.01 and
assess the adequacy of providers’ quality Compliance 44.02. .
improvement strategies and shall provide
V.E.3. technical assistance and other oversight to
providers whose quality improvement N
strategies the Commonwealth determines to on
be inadequate. Compliance
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For individuals receiving case management
services pursuant to this Agreement, the
individual’s case manager shall meet with the

The case management and the ISR
study found Compliance with the
required frequency of visits.

V.F.1. individual face-to-face on a regular basis and Sustained DBHDS reported data that some
shall conduct regular visits to the individual’s Compliance CSBs are below target.
residence, as dictated by the individual’s
needs.
At these face-to-face meetings, the case When Virginia achieves  the
manager shall: observe the individual and the Indicators for II1.C.5.b.1., it also
individual’s environment to assess for achieve compliance for this Provision.
previously unidentified risks, injuries, needs,
or other changes in status; assess the status of N
. . . A on
previously identified risks, injuries, needs, or
other change in status; assess whether the Compliance
V.F.2. individual’s support plan is being
implemented appropriately and remains
appropriate for the individual; and ascertain Non
whether supports and services are being ]
implemented consistent with the individual’s Compliance
strengths and preferences and in the most
integrated setting appropriate to the
individual’s needs....
Within 12 months of the effective date of this The ninth, twelfih, fourteenth, and
Agreement, the individual’s case manager sixteenth and eighteenth ISR studies
shall meet with the individual face-to-face at . Jfound that the case managers had
V.F.3.a.-f. least every 30 days, and at least one such visit Sustained completed the required monthly visits
every two months must be in the individual’s Compliance Jor 130 of 154 individuals
place of residence, for any individuals (who (96.0%).
meet specific criteria).
Within 12 months from the effective date of Non The Commonwealth has not met the
this Agreement, the Commonwealth shall ) two Compliance Indicators 46.01
establish a mechanism to collect reliable data Compliance and 46.02, and therefore remains in
from the case managers on the number, type, Non-Compliance.
V.F.4. and frequency of case manager contacts with
the individual, Non
Compliance
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Within 24 months from the date of this
Agreement, key indicators from the case

The Commonwealth has not met the
sole Compliance Indicator 47.01,

manager’s face-to-face visits with the Non and therefore remains in Non-
individual, and the case manager’s . Compliance.
observation and assessments, shall be Compliance
reported to the Commonwealth for its review
V.F.5. and assessment of data. Reported key
indicators shall capture information regarding Non
both positive and negative outcomes for bf)th Compliance
health and safety and community integration
and will be selected from the relevant
domains listed in V.D.3.
The Commonwealth shall develop a The statewide CM training modules
statewide core competency-based training have been updated and improved and
curriculum for case managers within 12 are consistent with the requirements
V.F.6. months of the effective date of this Sustained of this provision.
Agreement. This training shall be built on Compliance
the principles of self-determination and
person-centeredness.
The Commonwealth shall conduct regular, OLS regularly renewed
unannounced licensing inspections of Sustained | unannounced inspection of
V.G.1. community providers serving individuals community providers.
receiving services under this Agreement. Compliance
Within 12 months of the effective date of this OLS has maintained a
Agreement, the Commonwealth shall have . licensing inspection process
V.G.2.a.-f. and implement a process to conduct more Sustained | i more frequent
frequent licensure inspections of community Compliance inspections.
providers serving individuals ...
Within 12 months of the effective date of this The Commonwealth met all
Agreement, the Gommonwealth shall ensure four Compliance Indicators
that the licensure process assesses the Non 48.01, 48.02, 48.03 and
adequacy of the individualized supports and Ie i 48.04*.
: . S . ompliance
services provided to persons receiving services
V.G.3. under this Agreement in each of the domains
listed in Section V.D.3 above and that these The Commonwealth remains
data and assessments are reported to Non in Non-Compliance. *See note
DBHDS. Compliance | at the bottom of the

Compliance Table.
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The Commonwealth shall have a statewide

The Commonwealth has met

core competency-based training curriculum Non Compliance Indicators 49.01,
for all staff who provide services under this Compliance | 49.05, 49.06, 49.07,49.08,
V.H.1. Agreement. The trair}ing shall inch%de 49.09, 49.10, 49.11, and 49.13.
Person—c‘entered practices, community The Commonwealth has not
integration and self-determination awareness, Non Indi 49.09. 4
and required elements of service training. met Indicators 49.02, 49.03,
Compliance 49.04, and 49.12.
The Commonwealth shall ensure that the The Commonwealth met all
statewide training program includes adequate | CGompliance | three Compliance Indicators
coaching and supervision of staff trainees. 50.01, 50.02, and 50.03, and
V.H.2. Coaches and supervisors must have has achieved Compliance for
demonstrated competency in providing the Sustained | the second consecutive review
service they are coaching and supervising. . and therefore has achieved
Compliance | g ained Compliance.
The Commonwealth shall use Quality The Commonwealth’s QSRs
Service Reviews (“QSRs”) to evaluate the Non in 2020 did not meet Indicator
quality of services at an individual, provider, i 51.04, and therefore remains
and system-wide level and the extent to which Compliance | ;, Non-Compliance. Its QSRs
V.I.1l.a.-b. services are provided in the most integrated did not adequately assess
setting appropriate to individuals’ needs and whether service recipients
choice. Non were kept safe from harm and
Compliance whether providers accessed
treatment as necessary.
QSRs shall evaluate whether individuals’ The Commonwealth’s QSRs
needs are being identified and met through Non in 2020 did not meet Indicator
person-centered planning and thinking 52.01, and therefore remains
(including building on individuals’ strengths, Compliance | in Non-Compliance. It’'s QSRs
preferences, and goals), whether services are did not adequately assess
V.L2. being provided in the most integrated setting. whether individuals’
Non healthcare needs were
. identified and met or that
Compliance | .. ;.. plans were modified as
needed.
The Commonwealth shall ensure those Non The extent to which the
conducting QSRs are adequately trained and ) Commonwealth achieved the four
V.I.3. a reasonable sample of look-behind QSRs are Compliance Compliance Indicators for this
completed to validate the reliability of the Non provision were studied during the
QSR process. 17" Review Period
Compliance
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The Commonwealth shall conduct QSRs
annually of a statistically significant sample of

The Commonwealth’s contractor

completed the second annual QSR

Sustained .
V.L.4. individuals receiving services under this ] process based on a statistically
Agreement. Compliance | sganificant sample of individuals.
Rating
COMPLIANCE*
designates the
VI Independent Reviewer e Comments
Consent Decree
achieved by
Virginia and
relieved by the
Court.
Upon receipt of notification, the DBHDS promptly reports to
Commonwealth shall immediately report to the IR. The IR, in
the Independent Reviewer the death or collaboration with a nurse and
serious injury resulting in ongoing medical independent consultants,
VLD care of any former resident of a Training completes his review and issues
o Center. The Independent Reviewer shall his report to the Court and the
forthwith review any such death or injury COMPLIANCE?* | Parties. DBHDS has
and report his findings to the Court in a established an internal working
special report, to be filed under seal with group to review and follow-up
copies to the parties. The parties will seek a on the IR’s recommendations.
protective order permitting these reports to
be ...and shared with Intervener’s counsel.
Rating
Ratings prior
to the 19t
. Period t
IX. Implementation of the Agreement LR B L Comment

in bold.

Ratings for
the 19t Period
are in bold.
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IX.C.

The Commonwealth shall maintain sufficient
records to document that the requirements of
this Agreement are being properly
implemented ...

Non

Compliance

Non

Compliance

The Independent Reviewer
determined that the
Commonwealth did not
maintain sufficient records to
document proper
implementation of the
Provisions, including not
determining that its data
sources are reliable and valid.

*Note: Since DBHDS has not yet determined that the sources of its data provide reliable and valid

information available for compliance reporting, “*met” determinations are not yet final, but rather for

llustrative purposes only.

Note: On March 3, 2021, the GCourt ordered that it found the Commonwealth in compliance with
Sections IV. and VI.D. of the Consent Decree and relieved the Commonwealth of those portions of the
Consent Decree.
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Introduction

This report, including the following Summary and Addendum, was prepared, and submitted in
response to the Independent Reviewer’s request for a study, as part of the 19" Review Period, to
examine the Commonwealth of Virginia’s implementation of the Settlement Agreement (SA) as it
pertains to the nature of behavioral supports provided to individuals with challenging behaviors.
The current Individual Services Review (ISR) study was designed to specifically examine two

Compliance Indicators (CI) under provision V.I.1. — these included:

51.05 The Quality Service Reviews (QSRs) assess on a system-wide level whether:
c. Providers keep service recipients safe from harm and access treatment for service recipients as

necessary.

52.01 The QSRs assess on an individual service-recipient level and individual provider level
whether:

a. Individuals’ needs are identified and met, including health and safety.

The purpose of the current ISR study was to identify whether or not there are discrepancies
between determinations of the Department of Behavioral Health and Disability Services (DBHDS)
QSR vendor’s non-clinical auditors during the 2020 QSR study and determinations of the four
clinically qualified reviewers on the current ISR team. The four reviewers on the ISR team were
licensed Board Certified Behavior Analysts (BCBA) with extensive experience in the provision of
behavioral services to individuals with significant challenging behaviors in community-based
settings. The specific two discrepancies being studied are two overall judgment questions that are
required by CI 51.05 and 52.01, as noted above, including (1) were the individuals protected from
harm and access treatment as necessary and (2) were the individuals needs identified and met,

including health and safety.
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Methodology

The following Summary, including findings and related data summaries, is based upon the reviews
of a sample of 40 individuals (18 females and 22 males). This sample was randomly selected from
a list provided by DBHDS of individuals with Service Eligibility Assessment scores of Level 7 and
whose services were evaluated during the DBHDS’s 2020 QSR study. The “Support Level 7’
scores of these individuals identifies them as having significant risk due to the nature of their
challenging behavior. The IRS study utilized a Questionnaire (Attachment 3) to review the
individual’s status as well as the provision of needed behavioral support services. More
specifically, these reviews examined the need for behavioral support as well as the nature of
interventions and outcomes associated with each individual’s behavioral presentation. Reviews
examined the nature of the current behavioral programming and supports reported to be currently
(or previously) in place, including whether there was a Functional Behavior Assessment (FBA)
and/or Behavior Support Plan (BSP), when it was developed or last updated, the credentials of the
professional who developed and/or supervised its implementation, and whether competency-based

training of the BSP was completed.

This study’s individual services reviews also examined the quality of behavioral programming
(FBAs, BSPs) provided for review by using the DBHDS Behavior Support Plan Adherence
Review Instrument (BSPARI). The BSPARI examines the minimal requirements of a BSP
prescribed within the Practice Guidelines. Due to the lack of standards for behavioral
programming for individuals with IDD, the study compared the behavioral programming in place
in 2020 to the DBHDS Practice Guidelines minimum standards that were established in July 2021.
This aimed to establish a baseline of the status of behavioral services before the implementation of
the minimum standards for behavioral programming in the Commonwealth’s Practice Guidelines.
Lastly, the findings of each ISR review were compared to findings of the QSR study of the same
individuals in order to identify any discrepancies with the clinical judgments of non-clinical QSR
auditors. It should be noted that the current reviews were based on the understanding that all

existing documents were provided in response to the Independent Reviewer’s document request.
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However, it should also be noted that the documentation provided and reviewed here may be
considerably different than the documents available and reviewed by the QSR auditors. DBHDS
was not able to ensure that the documents they provided for this ISR study were the same

documents that their vendors QSR auditors reviewed.

The following Summary is submitted in addition to the ISR Monitoring Questionnaires that were
completed for each individual sampled as well as overall Data Summaries (Attachment 1) and
individual scoring comparisons between the QSR auditors and the ISR reviewers on two
Compliance Questions, including (1) “Do providers keep service recipients safe from harm?”
(Attachment 2, Chart A) and (2) “Are Individuals’ needs identified and met?” (Attachment 2,
Chart B) for each individual sampled. Although the Commonwealth provided the master list of
individuals who DBHDS believed met the criteria for inclusion in this study, the current ISR
review found that nine of the forty individuals who were randomly selected had not been evaluated
by the QSR auditors in their 2020 QSR study — see Findings section for more details.

First, it should be noted that the completed ISR Monitoring Questionnaires (MQ) were submitted
separately and under seal as they include private health information. The following Summary and
Data Summaries within the Addenda are based upon these MQs which were completed using
information provided during off-site reviews, including review of available documentation
provided in response to the Independent Reviewer's document request (Attachment 4) as well as
one or more phone calls with residential providers as well as behavior specialists and others, as
available, as identified on the contact information request. It should be noted that questions on the
MQ referencing whether or not an item (e.g., FBA, BSP) was completed was only endorsed (i.e.,
‘Yes’ or ‘1) if the actual document was provided for review. It should also be noted that
questions on the MQ as well as the BSPARI examining elements of the Functional Behavioral
Assessment (FBA) and Behavioral Support Plan (BSP) were answered only using content within
the FBA and/or BSP, as provided. In addition, attempts were made by ISR reviewers to restrict
scoring of items within Attachment 2 to evidence provided within the last 12 months. It should be
noted that the provided documentation reviewed by the ISR reviewers may be considerably

different than the documents available and reviewed by the QSR auditors.
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Summary

Findings

. The comprehensive nature of this ISR study was limited, given that comparisons could not be
completed on almost one-quarter of the sample as planned. Of the 40 individuals in the sample,
only 31 (78%) were identified within the previous QSR study, based on data provided for review
(see Figures 1 and 2). More specifically, nine (23%) of the sampled individuals (i.e., Individuals
#1, #12, #17, #19, #21, #28, #31, #37, and #40) were not included within the QSR data provided
by DBHDS.

. Of the 31 individuals reviewed, the ISR reviewers identified seven (23%) individuals who were
not protected from harm; whereas the QSR auditors identified (see Figure 1) only one (14%) of
the seven individuals in its 2020 study. As previously noted, this study examined the
correspondence of answers between QSR auditors and ISR reviewers in determining adherence to
Compliance Indicator 51.05 regarding whether or not individuals were protected from harm and
accessed treatment as necessary. Overall, the ISR study found that agreement on scores recorded
by the QSR auditors and the ISR reviewers across all sampled individuals was only 76% (i.e., this
percentage does not include scores of “CND” for two individuals). Both the QSR auditors and the
ISR reviewers recorded similar scores for 22 (76%) of the 29 individuals who received scores of
“Yes” (1) or “No” (0). It should be noted that the ISR Reviewers scored “CND” for two
individuals due to the lack of current and/or compelling documented evidence. Of the 31
individuals included in the QSR study, the ISR reviewers found: (1) that 22 (71%) individuals
were protected from harm and accessed treatment as necessary and (2) that seven individuals were
not protected from harm and accessing treatment as necessary (i.e., Individuals #4, #6, #7, #13,
#24, #33 and #39) — for more specification, see Attachment 2 (Chart A). Of the 31 individuals
identified in the QSR study, the QSR auditors recorded that 29 (94%) were protected from harm
and accessed treatment as necessary. The QSR auditors identified two individuals as not protected
from harm and accessing treatment as necessary (i.e., Individuals #6 and #29.) Although the QSR

auditors and ISR reviewers recorded similar scores for one of the individuals (i.e., #6), the scores
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differed for the second individual (#29). According to comments found within the provided QSR
data (i.e., for Individual #29), during the QSR study, the Auditor described that the individual
experienced a peer-to-peer rights violation that involved Adult Protective Services (APS), a threat
to his life and aggression. In addition, the Auditor noted that, although the ISP was not updated,
the team did meet to discuss the situation one month later. The current ISR Reviewer did not
identify this issue within the documentation provided for review and the issue was not voiced by
the informant during the interview. Note: With regard to Figure 1 and Attachment 2 (Chart A), the
ISR reviewer estimated the score (either ‘Yes’ or “No’) to the “QSR — protect from harm” and
“QSR auditor answered” item, respectively, for each sampled individual using the score (either
‘Yes’ or “No”’) recorded under the column title “Is there any evidence of actual or potential harm,

including neglect” noted within the QSR data provided for review.

. This ISR study by qualified clinicians determined that there was a discrepancy rate of 87%
between its findings that 28 individuals did not have their behavioral services needs met compared
with the QSR auditors without clinical qualifications who determined that 30 of the 31 individuals
did have their behavioral service needs met. Of the 31 individuals reviewed, the ISR reviewers
identified twenty-eight (90%) individuals whose needs were not identified and met, including
health and safety; whereas the QSR auditors (see Figure 2) identified only one (4%) of the twenty-
eight individuals. As previously noted, this study examined the correspondence of answers
regarding whether or not individuals’ needs were identified and met between QSR auditors and
ISR reviewers in determining adherence to Compliance Indicator 52.01. Overall, the ISR study
found that agreement on scores recorded regarding whether individuals needs were met by QSR
auditors and ISR reviewers across all sampled individuals was only 13%. That is, both the QSR
auditors and the ISR reviewers recorded similar scores for four (13%) of the 31 individuals.

The ISR reviewers identified three (10%) individuals who had their needs identified and met (i.e.,
Individuals #11, #15, and #16) — for more specification, see Attachment 2 (Chart B). Of the 31
individuals identified in the QSR study, the QSR auditors recorded that 30 (97%) had their needs
identified and met, including health and safety. The QSR auditors identified one individual (#35)
who did not have their needs identified and met; this was consistent with the finding of the ISR
study. Note: With regard to Figure 2 and Attachment 2 (Chart B), the ISR reviewer estimated the

score (either “Yes’ or “No’) to the item “QSR — needs met?”” and “QSR auditor answered” item,
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respectively, for each sampled individual using the score (either ‘Yes’ or “No”) recorded under the
column title “Review of service provision validated that needs are met” noted within the QSR data

provided for review.

This study concluded that the majority of the individuals sampled would likely benefit from
behavioral programming or other therapeutic supports. This conclusion is based on a review of the
completed individuals’ service records and other provided documentation as well as the completed
ISR Monitoring Questionnaires. In general, nearly all of the individuals sampled demonstrated
maladaptive behaviors that had unsafe and/or disruptive consequences to themselves and their
households, including negative impacts on their ability to access their communities, to learn new
skills, to become more independent and/or to improve the quality of their lives. Meeting these
criteria is a strong indication that these individuals would likely benefit from formal behavioral
programming (or other therapeutic supports) implemented within their homes or residential
programs. More specifically, of those sampled, 40 (100%) engaged in behaviors that could result
in injury to self or others, 40 (100%) engaged in behaviors that disrupt the environment, and
31(78%) engaged in behaviors that impeded his or her ability to access a wide range of
environments (see Figure 3). In addition, of those sampled, 30 (75%) engaged in behaviors that
impeded their ability to learn new skills or generalize already learned skills. Overall, 38 (95%) of
the individuals sampled appeared to demonstrate significant maladaptive behaviors that negatively

impacted their quality of life and greater independence.

. The ISR study found that of the 40 individuals sampled, only 17 (43%) had BSPs currently in
place. Of the 23 individuals without BSPs currently implemented, Individual Support Plans (ISPs)
for 10 (43%) indicated that a BSP was needed. This finding as well as the level of need reported
for the majority of sampled individuals, as evidenced by the scores on items 1 though 5 in Section
2 of the MQ (see Figure 3), does not reflect an adequate provision of behavioral support. Although
the study found that the majority of sampled individuals would likely benefit from behavioral
programming or other therapeutic supports given their identified needs, of those sampled, only 27
(68%) individuals had received and/or were currently receiving behavioral programming through
the implementation of comprehensive BSPs in their homes (see Figure 4). And, as noted above,

even fewer (43%) individuals had BSPs implemented at the time of the ISR study. NOTE: After
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the ISR study was completed, the Commonwealth reported that two individuals (Individual #14
and #28) had BSPs that were not reflected in the current findings. The BSP for Individual #14 was
not reviewed as it was last implemented in 2016 at a previous residential setting and prior to being
incarcerated for two years. In addition, reports indicated that no BSP had ever been implemented
within his current residential setting since his admission in 2019. Indeed, verbal report from
Individual #14 indicated that a BSP was not wanted. Nonetheless, the decision to not review these
BSPs underestimates the reported number of BSPs previously implemented for the 40 individuals
sampled. In addition, the Commonwealth reported that one Individual #19 had an FBA integrated
into the body of a BSP for individual #19. Overall, these BSPs and FBA are not reflected in the

current consultants’ findings.

. As noted above, of the 40 individuals sampled, 27 (68%) individuals had BSPs that were
previously and/or currently in place. Evidence indicated that 26 (96%) were developed either by a
Positive Behavior Support Facilitator (PBSF) or a Board Certified Behavior Analyst (BCBA)! — it
was noted that BCBAs completed 16 (59%) of the BSPs (see Figure 5). In addition, of the 27
individuals with BSPs, 26 (96%) had evidence of a Functional Behavior Assessment (FBA).
DBHDS Practice Guidelines for Behavior Support Plans identified the completion of an FBA as a
required minimum element when developing a BSP. Consequently, not completing an FBA, as
evident for one of the individuals reviewed (i.e., Individual #19), reflected nonadherence to the
Practice Guidelines. Overall, evidence indicated that only 23 (88%) of the FBAs were developed
by a PBSF or BCBA — it was noted that BCBAs completed 15 (58%) of the FBAs.

The ISR study reviewed 27 BSPs using the DBHDS BSPAIR, only one (4%) of the BSPs was
adequate in its adherence to the inclusion of minimum content areas and related minimum
elements. The BSP for #11 had a score of 34 or higher (see Figure 6). As previously noted,
DBHDS recently created the BSPARI to examine adherence of BSPs with regard to the inclusion

of minimum elements prescribed by the Practice Guidelines for BSPs. According to the scoring

! The BCBA is the nationally accepted certification for practitioners of applied behavior analysis. This certification
is granted by the Behavior Analyst Certification Board (BACB), a nonprofit corporation established to develop,
promote, and implement a national and international certification program for behavior analyst practitioners. In
Virginia, the PBSF is an endorsement given to practitioners who have completed DBHDS/VCU sponsored training
in positive behavior support.
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instructions, a BSP is deemed to be adequate in its adherence to the inclusion of minimum content
areas and related minimum elements if it scores at least 34 out of 40 points. This ISR study
utilized the BSPARI to examine the BSPs provided in an effort to evaluate their adherence to the

Practice Guidelines.

Evidence that care providers had successfully completed competency-based training on the BSP
was provided for seven (26%) of the 27 individuals with BSPs (see Figure 7). Minimum elements
prescribed within the DBHDS Practice Guidelines included behavior skills training as well as
documentation of care provider training on the BSP. In addition, evidence that data on all target
behaviors (for decrease) and functionally equivalent replacement behaviors (i.e., target behaviors
for increase) had been adequately summarized and regularly reviewed was not found for any of the

individuals reviewed.

Conclusions — Primary Areas of Concern:

The comprehensive nature of the review was limited as nearly one-quarter of the sample was not

identified within the previous QSR data.

The ISR study found a discrepancy rate of approximately 24%. When examining adherence to
Compliance Indicator 51.05, the ISR reviewers identified seven of the 31 individuals who were not
protected from harm and accessing treatment as necessary. The QSR auditors identified only one

of these seven individuals.

When examining adherence to Compliance Indicator 52.01, ISR reviewers identified 28
individuals who did not have their needs identified and met, including health and safety. Whereas
the QSR auditors identified only one individual of these 28 individuals as not having their needs
identified and met. Overall, agreement on scores recorded by the QSR auditors and the ISR

reviewers across all sampled individuals was low (13%).
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4. The ISR’s clinical reviewers found that a substantial percentage of individuals in the sample who
needed access to behavioral programming were not currently receiving necessary behavioral
supports and services. Although the ISR study found that a majority of individuals were likely to
benefit from behavioral programming or other supports, less than half of the individuals sampled
had BSPs currently in place. Indeed, of the 23 individuals without BSPs currently implemented,
individual support plans for 10 (43%) indicated that a BSP was needed. Consequently, given that
the majority of individuals who demonstrated a need for formal behavioral programming and the

number of BSPs currently implemented, many were not receiving needed support services.

5. The majority of behavioral programming being provided to the individuals in the sample did not
meet the standards prescribed within the DBHDS Practice Guidelines. This conclusion was based
on examination of the BSPs using the BSPARI, nearly all of the BSPs were found to be
inadequate. More specifically, only one BSP received a score of 34 or higher indicating that, based
on the BSPARI scoring instructions guide, all of the minimum content areas and related minimum

elements were included.

6. Evidence of adequate training of the BSP with care providers was provided for just over one-
quarter of the individuals with BSPs. Evidence of adequate data collection of behaviors for
increase (functionally equivalent behaviors) and decrease as well as regular review was not

provided for any of the individuals sampled.

7. The majority of individuals sampled demonstrated unsafe behavior that placed themselves and/or
others at risk. In addition, most individuals displayed disruptive and/or other behaviors that
limited their ability to access diverse community settings and their ability to learn new skills.
Overall, the majority of individuals engaged in behaviors that negatively impacted their quality of

life and greater independence.

Respectfully submitted by,

Patrick F. Heick, Ph.D., BCBA-D, LABA
Manager, PFH Consulting, LLC
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Attachment 1
Data Summaries, including Figures 1 — 7 below:
Key for Figures 1 —7: 0 =No, 1 = Yes
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Figure 4
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Figure 5
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Figure 6
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#19 13 0
#24 6 0
#33 23 0
#39 13 0
#5 21 0
#10 3 0
#25 10 0
#27 25 0
#30 31 0
#40 20 0
total (N=27) 1
percentage 4%

Key: 0 = No; 1 =Yes
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Figure 7
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ATTACHMENT 2
CHART A

Name

Compliance Question: Do providers keep service
recipients safe from harm?

Response

#1 This individual was not included in the QSR study.
#2 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#3 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#4 QSR Auditor answered | Yes X Nol[ |

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The BSP reviewed is not currently in place. Supervision is
documented as 1:1, however, verbal reports indicate he is no
longer supervised as a 1:1. The reviewed BSP does not address
medication refusal or emotional outbursts, supervision in
community settings, supervision in the van, suicidal attempts, or
suicidal statements. Although the reviewed documentation and
verbal reports indicated that he required significant medical
intervention due to his pica behavior, this was not addressed
within the provided BSP. The BSP provided for review was
determined to be inadequate given that it did not include
minimal elements as prescribed within the Practice Guidelines.
This includes but is not limited to: ISP Update 10/26/20
indicates crisis plan, Behavior Support Plan, that he works with
behavior specialist, occupational therapist, counselor, and
REACH. The BSP (2021) document is absent of any crisis plan
or instructions on where to find it. It is this reviewer’s opinion
that a crisis plan 1s needed for suicide attempts, aggression, pica,
and other severely harmful behaviors that have the potential to
occur. The FBA document did not include all minimal

Yes[ ] No [X]
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elements; therefore, it is unlikely that the FBA document
adequately informed the development of the BSP. At the time of
the interview, the residential provider indicated that the
behavioral provider had discharged the individual on or about
summer 2021, and that no formal professional behavioral
services are occurring at the time of the interview.

During the interview, the residential provider described a severe
incident where the individual attacked his housemate and
required a physical restraint in summer 2021. Staff were able to
treat the housemate with first aid, per verbal report of the
residential provider. No other details on the injuries were
provided.

SIS document (1/31/20) describes medication refusal and
elopement occurring weekly, aggression, including kicking,
pushing, punching, throwing things at others, occurs monthly.
Pica includes swallowing tacks, glass, staples, screws, batteries,
and other small objects, and occurs 2-3 times per month. He
has been hospitalized several times for ingesting these items in
the recent past, exact timing is not indicated. Self-Injury
includes the insertion of objects into his anus, cutting himself,
ingesting cleaning chemicals, and occurs 1-2 times weekly. ISP
indicates that “(Individual) has scarring and permanent damage from
imserting objects into his anus, that has resulted in hemorrhoids and current

constipation management.” Physical intervention or calling police
(911) is indicated.

#5 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]

Issue identified, if ISR Reviewer answered No:
#6 QSR Auditor answered | Yes [ ] No[X

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual has a history of extreme assaultive behavior and,
as a result, has experienced conviction (e.g., including several
misdemeanor assaults), incarceration and probation. Per the
recent Part V: Plan for Supports - Summary (dated 4/1/21 —
3/31/22), she was currently on probation after recently
spending time in jail for assaulting staff. Per the current ISP
(dated 4/1/21 — 3/31/22), she has been in psychiatric hospitals

Yes[ ] No [X]
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most often because of her behaviors, including attacks on others
(dates of admissions were not provided and could not be
verified). Reports indicated prior use of physical restraint (dates
could not be verified) as well as the current use of restrictive
interventions (e.g., limited and monitored access to use of the
phone, computer, and electronic devices as well as video
cameras) and 2:1 staffing in the community. The BSP provided
for review was determined to be inadequate given that it did not
include minimal elements as prescribed within the Practice
Guidelines. The BSP was not developed by a Licensed
Behavior Analyst or Positive Behavior Support Facilitator. In
addition, evidence of adequate ongoing data collection
(including targets for increase and decrease) and review was not
provided.

#7

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

This individual has a history of inappropriate sexual behavior
that includes inappropriate touching, public masturbation,
soliciting sex from peers, and group masturbation. The ISP
(dated 6/1/21-5/31/22) indicates that this behavior problem
occurred within the previous ISP year and that incidents
included “sexual aggression” in the form of touching and
soliciting his housemate for sex. The ISP also indicates that
there is a formal behavioral support plan in place that provides
support for the prevention of “non-aggressive but inappropriate
sexual behavior”. The Part V: Therapeutic Consultation (dated
6/1/21-5/31/22) also indicates that the individual needs to be
supported for the prevention of nonaggressive but inappropriate
sexual behavior. The completed FBA (dated 5/26/20) indicates
that this individual was referred for Therapeutic Consultation
due to aggression, property destruction, and unwelcome sexual
behavior. However, the FBA only specifically targets physical
aggression and property destruction for evaluation. The
Behavior Intervention Plan (not dated) indicates that
inappropriate sexual behaviors “interferes with the effective and
efficient implementation of the individual’s service plan” but
does not specifically target or provide any direction for staff on
how to manage, decrease, or avoid this behavior.

Given that this individuals housemate has been subjected to
inappropriate touching and has been solicited by this individual
for sex, it appears that this housemate may continue to be

Yes X] No[_]
Yes[ ] No [X]
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exposed to further sexual assault without necessary intervention
and supervision.

#8

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes X] No[_]
Yes [X] No[]

#9

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[_]
Yes [X] No[]

#10

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[_]
Yes [X] No[]

#11

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes X] No[_]
Yes [X] No[]

#12

This individual was not included in the QSR study.

#13

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual will engage in SIB about once per week; this
includes scratching her forearm, digging into her skin with her
nails, pulling her breast area, rocking back and forth to cause a
bruise, then saying “look” (she will want to show staff the
bruise). She rubs up against the furniture to put a “rug burn” or
bruise on herself. She will instigate other drivers by sticking her
middle finger up, which has angered other drivers in the past,
presenting potential for vehicle accidents and injury. She will
also wander away from staff in the community.

Yes X] No[_]
Yes[ ] No [X]
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Quarterly report (1/1/21 —3/31/21) indicates “limited or no
progress” on four goals. It is troubling that for all the desired
outcome descriptions, it 1s indicated for 100% of the line items,
that “No, a plan change is not needed,” even though the report
itself states that there is limited or no progress and the notes
state the individual is still harming herself and others.

Quarterly report (4/1/21 —6/30/21) does not indicate any
rating for progress on goals. Questions 1-5 at the bottom of the
Quarterly report are blank, except for “no changes to the plan
needed” is marked, even though the report itself states that
there is limited or no progress and the notes state the individual
is still harming herself and others.

There was no FBA, nor BSP completed. Behavioral Services
were not in place at the time of the interview.

H#H14

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

“Could Not Determine (CND)” was scored given insufficient
data and information, with the exception of anecdotal reports.
However, serious concerns were still noted.

It was noted that the individual continues to exhibit problem
behaviors and remains at risk for injury, hospitalization, and
incarceration. Unfortunately, there were no data available,
only anecdotal reports. For instance, during the interview, the
ISR Reviewer was told that the frequency of occurrence waxes
and wanes. That is, the individual can go for one or two
months with no problems at all, but at other times can have
problem behaviors every day for a week or more.

There is no behavior plan in place, and there are no behavioral
services in place. During the interview, the owner and manager
of his residential program reported occurrences of extreme
physical aggression with assaults to staff and to peers. In
addition, a recent incident was described where he was
throwing rocks at cars passing on the street. The police were
called, and he calmed down without further police intervention.
Moments that might escalate occur almost every day.
Fortunately, he has a stable long-term staff team who can re-
direct and talk him through moments that could turn in to
aggression, but ultimately don’t due to their intervention.

Yes [X] No[_]
Yes[ ] No[ ]

CND [X]
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#15 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#16 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
H#H17 This individual was not included in the QSR study.
#18 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#19 This individual was not included in the QSR study.
#20 QSR Auditor answered | Yes X Nol[ |

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

“Could Not Determine (CND)” was scored given insufficient
data and information as well as a recent improvement following
a change in residential placement. However, serious concerns
were still noted.

Per the PBSI’s Status Summary on 8/30/21, shortly following
6/21, the individual had a series of incidents of aggression that
led to her sudden arrest, then removal from the home (previous
provider), transfer to REACH, and then to (current provider)
on 7/9/21.

Verbal reports indicate SIB is very concerning and includes
when she pinches herself, bites herself, punches herself, pulls her
own hair out, picks her skin, pinches her skin, pulls her toenails
and fingernails off, she will head-butt walls, swallow objects, self-
choke. The provider estimates that these behaviors happen from

Yes[ ] No[ ]

CND [X
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several times per week, to a frequency as high as every other
day.

In her past, she has assaulted police officers, she ran away from
another group home and was gone for between 1-3 months,
used drugs, had unprotected sex, went off her medications, and
she was on the news. Prior to (previous residential provider), she
was 1n jail for 5-days after hitting and assaulting housemates.
She is currently staffed with a 2:1 ratio, and previously she was
staffed with a 1:1 ratio. Itis reported that she needs very close
monitoring to maintain her safety and the safety of those
around her. She lives in a home with sharps and chemicals
locked, alarms on the windows and doors, child locks engaged
in the van with the individual seated in the back with staff
beside her, all to prevent dangerous behavior. Verbal reports
indicate that the 2:1 staffing ratio is effective at blocking or
preventing self-harm.

Although there have been no medical hospitalizations due to
challenging behavior, it was verbally reported that she
occasionally needs first aid from group home staff due to her
self-injurious behaviors. Verbal reports from the provider also
indicate that she was admitted for two psychiatric
hospitalizations in 2021 for about 4-5 days each admission.

This reviewer has insufficient information to determine if the
individual is experiencing holds against her active resistance.
Part V (6/1/21 —5/31/22) indicates TOVA restraint
curriculum as part of her supports. This document also indicates
that one of her interventions is for staff to “hold hands” with her
to prevent SIB. The owner noted that she does not need to be
restrained often, and he describes that he holds her hands when she is
upset, that staff sit next to her to prevent injury. It is described that the
hand holding is soothing to her. The owner notes that she has not
had a hold since she moved into her current home (7/9/21).
However, the way he was describing the hand holding, it sounded
vague to this reviewer whether he considered holding her hands
a restraint. This reviewer was unable to garner clarification of
this item from the Owner, to identify if the hand holding was
against her active resistance. The documents reviewed did not
indicate occurrence of restraint.

Opverall, it is likely that this individual is experiencing a better
quality of life, however, she had only just moved in with the

current provider fewer than 3 months before the interview. It
was clear to this reviewer that the owner knew the individual
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very well, and cared about providing the best services for her,
based on the verbal interview.

#21 This individual was not included in the QSR study.
#22 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#23 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#24 QSR Auditor answered | Yes X Nol[ |

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual is currently engaging in harmful, potentially
lethal, problematic behaviors resulting in negative outcomes.
For example, the onsite visit tool (OSV'T) dated June 2021
indicates a severely dangerous situation where her challenging
behavior in the van caused an accident. No documentation of
ER or law enforcement involvement. Verbal reports indicate
that she and one of her housemates were arguing in the van.
The staff was turning on to a different street when she
unbuckled her seat belt and tried to fight with the other
individual in the van, causing the staff to pull over quickly. In
the process of pulling over, the driver hit a small tree. Another
example is noted in her SIS dated 9/3/20: in the past she found
razor blades and cord, hid these in her room, and used them to
attempt suicide.

The individual is reportedly currently sending mature photos
through social media, engaging with strangers online,
responding to strangers’ invitations, and sharing personal
information with strangers such as her residential home address.
She will run away from her residence, and run to the
Residential Owner’s own home, which is close in proximity to

Yes[ ] No [X]
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the group home residence, and wait for her at the door,
unsupervised.

There are currently no formal behavioral services in place by a
BCBA, or a PBSF.

The case management OSVT tools reviewed indicate “N/A” to
the question of Behavioral Supports Available and occurring as
needed as authorized. These OSV'T tools also indicate YES,
that all services are implemented appropriately, even though the
FBA was over 2 years out of date and written for the
individual’s previous placement.

#25 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#26 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
H#27 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#28 This individual was not included in the QSR study.
#29 QSR Auditor answered | Yes [ ] No[X

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Note: According to comments found within the provided QSR
data, during the prior QSR study, the Auditor described that
the individual experienced a peer-to-peer rights violation that
involved APS, a threat to his life, and aggression. In addition,
the Auditor noted that, although the ISP was not updated, the
team did meet to discuss the situation one month later. The

Yes [X] No[]
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current ISR Reviewer did not identify this issue within the
documentation provided for review and the issue was not voiced
by the informant during the interview.

#30 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#31 This individual was not included in the QSR study.
#32 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]
Issue identified, if ISR Reviewer answered No:
#33 QSR Auditor answered | Yes X Nol[ |

ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The provider, who supported the individual for 21-months,
estimated that this individual experienced 50 ER wvisits
regarding his blood pressure (due to refusal to eat), and his
fistula (he tried to pull it out). The provider estimated that 85%
of these ER visits were “behavior based”, meaning that his
blood pressure was dangerously low due to his refusal to eat.
This individual engaged in significant and on-going hospital-
seeking behavior that was harmful to himself.

The provider reported his perspective/opinion that this
individual engages in self-harm to be sent to the hospital, “he
has “made many attempts to stab himself, pulled hus fistula out of his arm,
pulled his port out of his vein, scratched at his port in attempts to cause it to
bleed, refused to eat, and manipulated his blood pressure, all in order to get
transported to the hospital.” The provider estimated that the
individual engages in these behaviors about every 3 months in a
pattern. 7he provider explained that when the individual returns home
Jfrom a hospital or incarceration stays, that the first month he maintains
mostly safe behavior, the second month he engages in slightly more self-
wmgury, and the third month is described as the indwidual needing “almost
constant” blocking or re-direction from self-injury.

Yes[ ] No [X]
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Verbal reports described “munute to minute re-direction ts needed to
prevent harmful behaviors.” The providers described a “cycle to
wncarceration.” They observe harmful behaviors almost every
hour, REACH is called, the Case Manager is called, property
destruction begins, elopement occurs, then the last problem
behavior in this pattern is for him to stop eating. When his
blood pressure is too low, the individual will be transported to
the hospital.

Documentation across dates 6/21 —8/21, indicates 5 mental
health check-ins, described as lasting 3 hours or less. Check-ins
were described as visits to the hospital for a crisis evaluation. The
provider’s verbal reports indicate a discrepancys, 1.e., these
“check-ins” across the summer of 2021 are under-documented.
Provider indicates that in the month of August 2021 he visited
the ER “about every day,” and REACH came out to visit him at
least 4 or 5 times in August 2021. Then, on 8/15/2021, he was
incarcerated.

The case manager’s On Site Visit Tool (dated 07/12/21)
describes that the individual was restrained by police during a
hospital visit due to threatening behavior and aggression.
Verbal reports indicate that he was restrained one time by
residential staff in August 2021 due to assault, breaking the
chandelier, breaking the TV; altogether a very dangerous and
high severity situation.

BSP (dated 5/12/21) indicates physical restraint as an
intervention when the individual presents a danger to himself or
others when at the dialysis center. The BSP provided for review
was determined to be inadequate given that it did not include
minimal elements as prescribed within the Practice Guidelines,
including but not limited to inadequate information for
Behaviors Targeted for Decrease, Behaviors Targeted for
Increase, Plan for Training, and Decision-Making
Documentation. Also missing from the BSP was a detailed crisis
plan with instructions for staff reactions, documentation, and
restraint release criteria.

#34 QSR Auditor answered | Yes X Nol[ |
ISR Reviewer answered | Yes <] No [ ]

Issue identified, if ISR Reviewer answered No:
#35 QSR Auditor answered | Yes X Nol[ ]
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ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[]

#36

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[_]
Yes [X] No[]

#37

This individual was not included in the QSR study.

#38

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[_]
Yes [X] No[]

#39

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual’s set of support services were not keeping her
safe. The individual was hospitalized four times in the five
months leading up to this ISR Review. One of the individual’s
problem behaviors is to seek out hospitalization. The problem
behaviors that lead to hospitalization are physical aggression
(sometimes to police officers) and running away from the group
home (often for days at a time). At the time of the ISR
Reviewer interview, the individual had (one week before) been
transferred from the group home to an adult foster care
arrangement in part, because she could not be kept safe at the
group home. Although a BSP was implemented, it was not
determined to be adequate following examination using the
BSPARI. In addition, there was no evidence of competency-
based training of the BSP or adequate collection, review and
monitoring of data related to behaviors targeted for increase
(e.g., functional equivalent replacement behaviors) or decrease.

Yes [X] No[_]
Yes[ ] No [X]

#40

This individual was not included in the QSR study.
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ATTACHMENT 2
CHART B

Name

Compliance Question: Are individuals’ needs
identified and met?

Response

#1

This individual was not included in the QSR study.

#2

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The ISP states that this individual has on-going and significant
behavioral and physical health needs, (e.g., pica, skin picking,
dining protocols) and requires behavioral services.

Clinician A is listed as the behaviorist in the ISP (3/1/2021 —
2/28/2022) documents. The individual’s mother/guardian
shared that Clinician A was the provider for only one week
when the individual moved in with her current Sponsor Home
provider over 5 years ago. Clinician A stopped working for the
employer, and Clinician B replaced Clinician A in a timely
manner.

Clinician B, a BCBA, is listed as author of the BSP and author
of training / observation documents. Clinician B ended his
services early to mid-August 2021. A new behavior provider,
Clinician C (credentials unknown) began, and had two visits in
mid-August to take over from Clinician B. However, the agency
that employs Clinician C has paused its community outreach
and Clinician C’s services. This individual’s residential provider
was informed in early September that behavioral services are
paused until February 2022. Currently, (9/21/2021) there have
been no behavioral providers in place since about mid-August
2021. This individual with significant behavioral needs will be
without behavioral services for up to 7-months, while the
residential providers attempt to run the BSP as best as they can
without professional guidance and oversight.

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed by
the Practice Guidelines. Within the BSP, it is of concern that

Yes X] No[_]
Yes[ ] No [X]
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there were no safety guidelines or crisis protocol procedures in
place for occurrences of pica.

#3

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Almost every day, the individual exhibits serious behavior
problems, such as aggression, threats, and property destruction.
During the day of the ISR Reviewer interview, the individual
had bitten a staff member and required physical restraint.
There was no behavior plan in place. The provider had trouble
finding a behavioral specialist. Coincidentally, one was
identified at the time of completion of the ISR Review, but had
not yet begun any services other than an initial review of
documentation and current status.

Yes [X] No[_]
Yes[ ] No [X]

H4

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The provider’s verbal reports indicate that individual has been
discharged from behavioral services on or about early summer
2021, currently, there is no formal BSP in place, and no formal
behavioral services by a BCBA or PBSF are occurring. Per
documentation review, the individual received therapeutic
consultation through Clinician A from August 2016 - May
2018, when Clinician A chose to end services. The BSP written
by Clinician B is dated (initial plan) 2/7/19. This timing could
indicate that he was without behavioral services from May 2018
through January 2019, up to 9 months. At the time of this
review, behavioral services have already been cancelled by the
behavioral provider, per verbal report of the residential
provider.

ISP (9/1/2021 —8/31/2022) indicates that the group home will
meet on a weekly basis to review and implement the behavior
plan and provide needed interventions. Verbal reports by the
provider indicate this is not happening, as behavioral services
have not in been in place since spring/summer 2021.

ISP (9/1/2021 —8/31/2022) indicates services are occurring
from behavioral therapist from [provider name removed], however,
there is an inconsistency in reporting/documentation, as verbal

Yes X] No[_]
Yes[ ] No [X]
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reports from residential provider indicate that the behavioral
therapist from [provider name removed] had already discharged the
individual prior to this ISP.

#5

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The behavior specialist (PBSF) provided some services (e.g.,
BSP development and remote staff training) more than one-year
ago. She ended services about one-year ago because the
individual was doing well. She made herself available if there
should be a need.

The individual’s ISP (dated 11/1/20 — 10/31/21) stated that
the individual needed behavioral services. The ISR Reviewer
scored this question ‘No’ because the BSP did not meet the
minimum elements required by the Practice Guidelines. The
staff were no longer implementing the BSP as written and the
individual continued to exhibit problem behaviors.

Yes [X] No[_]
Yes[ ] No [X]

#6

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

This individual’s ISP stated that behavioral services were
needed. Although a BSP was in place, the BSP provided for
review was determined to be inadequate given that it did not
include minimal elements as prescribed by the Practice
Guidelines. The BSP was not developed by a Licensed
Behavior Analyst or Positive Behavior Support Facilitator. In
addition, evidence of adequate ongoing data collection
(including targets for increase and decrease) and review was not
provided.

Yes X] No[_]
Yes[ ] No [X]

#7

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

This individual’s ISP stated that behavioral services were
needed. The BSP provided for review was determined to be

Yes X] No[_]
Yes[ ] No [X]
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inadequate given that it did not include minimal elements as
prescribed within the Practice Guidelines. The behavior plan
was lacking person centered information, numerous
components of the FBA, methods of measurements for
behaviors targeted for increase and decrease, and any data used
for decision making. Additionally, the plan did not target
inappropriate sexual behavior despite the ISP noting that the
behavior was continuing to occur.

#8

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The Reviewer noted a lack of correspondence with the QSR
Auditor regarding the status of the behavior support plan. That
1s, evidence indicated that the BSP (and included FBA) was
outdated. The BSP provided for review was determined to be
inadequate given that it did not include minimal elements as
prescribed within the Practice Guidelines. In addition, the BSP
did not formally address a life-threatening behavior (i.e.,
ingestion of inedible items) that necessitated previous emergency
medical intervention. The author of the plan reported previous
concerns regarding inadequate data collection and ineffective
communication following incidents of significant unsafe
behavior when the BSP was in effect. Evidence of adequate
training of the BSP as well as ongoing data collection and
review was not provided. In addition, current verbal reports by
the provider indicated that the behavior support plan was no
longer implemented even though the ISP (dated 9/1/20 —
8/31/21) indicated that therapeutic consultation behavior
services were needed and that a formal behavior support plan
was 1n place.

Yes X] No[_]
Yes[ ] No [X]

#9

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Documentation reviewed showed no evidence of competency
based BSP trainings. In addition, the BCBA notes that data
collection and data observations are still an ongoing challenge.
The BCBA believes that the residential provider is experiencing
staffing and management changes, due to COVID-19; however,
receiving behavioral data is inconsistent.

Yes X] No[_]
Yes[ ] No [X]
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Case management on-site visit tool (OSV'T) notes for 3/18/21,
4/22/21,5/21/21,6/23/21: Each OSV'T tool reviewed
indicates “YES,” for Q# 9: Are behavioral services available and
occurring as needed? The OSV'T's are found to be inaccurate, given
that data collection has been troublesome for the BCBA
(providers not sharing data, not taking data correctly, absence of
some months of data), and the absence of approval for
additional authorization hours per the BCBA’s needs
assessment and request that was made over 5-months ago at the
time of this interview. Additional authorization was requested to
support the individual in his new environment, help with his
transition, and update programming to include his novel
disruptive behavior in vehicles.

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed by
the Practice Guidelines.

#10

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

There is no BSP for this individual. A preliminary BSP was
created almost a year ago, but never finalized. Staff have had to
do their best without a BSP. The preliminary BSP was
insufficient, that is, it did not meet state Practice Guidelines
criteria for quality or completeness. The individual has 1:1
staffing and behavior problems that occur many times per
month. Examples are emotional outbursts, self-injury, and
assaults on others.

Yes X] No[_]
Yes[ ] No [X]

#11

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes X] No[_]
Yes [X] No[]

#12

This individual was not included in the QSR study.

#13

QSR Auditor answered

ISR Reviewer answered

Yes X] No[_]
Yes[ ] No [X]
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Issue identified, if ISR Reviewer answered No:

Verbal reports from the residential provider indicate that it is
very difficult to get behavioral services. It was shared with this
reviewer that the Richmond agencies have a 30-miles radius
and the town of Hopewell, VA is outside of this limit. Service
availability has “gotten better” in last few months; however,
over the years, this area of the state has been drastically
underserved.

PBSF is not presently providing behavioral services “now” at
the time of this interview (9/27/21). She has been providing
support as part of her schooling, which was part of her
curriculum. She provided a “student” plan. Both the agency
and PBSF have applied for authorization for behavioral services
for the individual, and they are still waiting for authorization to
be approved. The original application for authorization got lost
or was not received. The PBSF had to re-start the process with
authorization all over again. She shared with this reviewer that
(as 0of 9/27/21), “authorization should be approved any day
now.”

Verbal reports indicate that no formal behavioral services have
been authorized, and that the PBSF is the first behavioral
support provider for this individual at this residential provider.

OSVTs (12/4/20), (3/10/21), & (6/11/21) all indicate “YES,” that
behavioral services are available and occurring as needed and as
authorized. However, OSVT (12/4/20) notes: Individual 1s i need of
current behavioral supports due to mstability with behavior looking to
have a behavior specialist. (residential) Provider stated she may need a
Behavior Specialist. Waiting on service authorization from [provider
name removed). OSVT (7/26/21) indicates “NO” that behavioral
services are not available or occurring as needed and authorized, with a
note: Provider not seeing (her). OSVT (7/26/21) indicates “YES” for
Question 9a, that a behavior assessment was completed, but there are
no other indications of checked or completed tasks in this 9a category.
This reviewer was not provided with any behavioral assessment
documentation. Verbal reports contradict the documentation in the
case manager’s OSVTs that indicates behavioral services were
occurring. Verbal reports indicate that no formal behavioral services
were authorized or occurring on or before the date of this interview on

9/27/2021.
ISP (1/1/21 - 12/31/21) Health Information indicates “no need for

behavioral or mental health services,” and indicates “no identified
behavioral health needs that require a referral to a behavior specialist.”
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RAT (1/1/21 - 12/31/21) indicates “ currently seeking behavior
specialist with {provider name removed},” and it 1s noted that this
mdividual does not have a behavior plan in place to address any of the
challenging behaviors mentioned in the SIS document dated 08/14/20

H#H14

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

There was no behavior support plan in place and no immediate
plans for there to be one. However, a BSP, involvement of a
qualified and experienced behavior specialist, and ongoing staff
training were very much needed.

The individual’s long history of assaultive and destructive
behaviors requires a BSP. Staff were managing as best as they
could, but behavior problems continued to occur.

Documentation provided by the state would lead one to believe
that the individual was doing well and did not need or want
behavioral services. This was not the case and was misleading.

Yes X] No[_]
Yes[ ] No [X]

#15

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes X] No[_]
Yes [X] No[]

#16

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes [X] No[_]
Yes [X] No[]

#17

This individual was not included in the QSR study.

#18

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

Yes X] No[_]
Yes[ ] No [X]
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The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed
with the Practice Guidelines. The BSP was noted to be lacking
in history and rationale, person centered information,
components of the FBA, plan for training, signatures, and
missing elements of the decision-making documentation.

#19

This individual was not included in the QSR study.

#20

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

There was a gap in services due to PBSF not being made aware
of the individual’s move, therefore services were not occurring
for approximately 2-months from 7/9/2021 to September 15
2021. No formal FBA or BSP completed. Behavioral services
that she needs due to her numerous, frequent, and dangerous
challenging behaviors were not occurring as needed.

Within the OSVT documentation reviewed, tools completed on
4/21,5/20,7/21, and 8/21 respond to Q#9 “Are behavioral
services available and occurring as needed, and as authorized?” as “Yes.”
Each OSVT is exactly the same, save one virtual visit on 4/21
where the Support Coordinator was unable to assess the
environment due to a virtual visit.

The Reviewer found no documentation or evidence that the
requisite behavioral assessments or planning have occurred
despite the individual’s continuing challenging behaviors.

The SIS dated 1/11/19 indicates that the BSP “went into
effect,” however, the Reviewer found no documentation of a
formal BSP in place. The RAT for ISP dated 6/01/21 -
5/31/22 appears inconsistent in two specific sections. Section H
Community Safety Risks Step 1 and Step 2 both indicate “No”,
she 1s not at risk, nor does she pose a risk. However, the next
checkbox, Step 3, indicates “Yes” she does have a behavior plan
or behavior guidelines related to these risks. For the Self-Harm,
Elopement, Lack of Safety Awareness categories, all are
checked off that they are “potential risk,” however, no
behavioral referrals have been made or indicated, all referral
boxes on RAT are blank.

Yes [X] No[_]
Yes[ ] No [X]
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#21

This individual was not included in the QSR study.

#22

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed
with the Practice Guidelines. The reviewed BSP was noted to
be missing elements of the person-centered information,
targeted behaviors for increase, plan for training, signatures,
and the decision-making documentation.

It should be noted however, that verbal reports indicated that
the current behavioral services have led to significant reductions
in many of the individual’s challenging behavior. This was
attributed to the training of staff and the flexibility and quality
of the current behavior analyst.

Yes X] No[_]
Yes[ ] No [X]

#23

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Although there was agreement between the Reviewer and the
QSR Auditor regarding the identification of behaviors that
could result in injury to self or others, there was a lack of
agreement on the identification of other unsafe and disruptive
behaviors in need of support. More specifically, reports
evidenced behaviors that were disruptive to the environment,
limited his ability to access a wide range of environments, and
negatively impacted his quality of life and greater independence
— these needs were not identified by the QSR auditor.

The Reviewer noted that the exceptional behavioral needs
identified within the SIS-A (dated 8/5/20) were not listed as
identified needs in the ISP (dated 7/1/21 — 6/30/22).

Case manager progress notes (dated 5/12/21,6/3/21,7/8/21,
& 8/11/21) included descriptions of property destruction and
inappropriate sexual behavior that was noted to be a continued
challenge at home and at his day support. The ISP (dated
7/1/21 —6/30/22) highlighted his inappropriate sexual

Yes X] No[_]
Yes[ ] No [X]
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behavior (e.g., excessive masturbation, masturbation in public
areas, attempting to touch others) that required supervision at
home, the day program, and in the community. In addition,
descriptions suggested that he may become ‘stubborn’ at times
that may lead to physical aggression. Descriptions indicated
that he would have to be continuously monitored due to his
inappropriate sexual behaviors and stealing at home and in the
community.

The Reviewer was concerned that the ISP did not recommend
therapeutic consultation behavior supports or a formal behavior
support plan.

H#H24

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual is engaging in some severe, potentially life-
threatening behavior. During the first month she lived with
FLS, she would have SIB / Attempted Suicide weekly,

currently, it 1s about 1x/month.

The PBSF who wrote the 2019 FBA/BSP (dated 5/14/2019 —
her discharge on 7/31/2019), for [Provider Name removed]
then she was discharged in 7/19 after approximately 2 months
of behavior plan implementation. The PBSF was told that the
“plan wasn’t working” and the challenging behaviors were too
problematic for this residence. The individual was discharged to

[provider name removed] on 7/9/19.

The Mental Health Therapist / Owner at [provider name removed|
1s running her own supportive plan for coping strategies and
strategies for staff. She reported that the BSP from 2019 is no
longer in place.

The BSP provided for review (2019) was determined to be
inadequate given that it did not include minimal elements as
prescribed by the Practice Guidelines.

There are no formal behavioral services in place.

There is no BCBA or PBSF in place, no formal BSP in place.

Yes X] No[_]
Yes[ ] No [X]
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In this reviewer’s estimation, the severity, frequency, and
potential for harm of the challenging behaviors requires the
attention of a licensed BCBA.

#25

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The BSP was more than one and a half years old and had been
discontinued by the provider and parent/guardian. The BSP
did not meet minimum state criteria for content and quality.
No data were being collected.

Even so, the individual’s status was described, during interview,
as being stable and that the individual was overall doing well.

However, given the individual’s history of challenging behavior,
some behavioral services were warranted, even if it is as a type
of consultant to the support team to provide input from a
behavioral services/behavior analytic perspective.

Yes [X] No[_]
Yes[ ] No [X]

#26

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed
with the Practice Guidelines. The reviewed BSP was noted to
be missing elements of demographics, history and rationale,
person centered information, FBA, targeted behaviors for
decrease, plan for training, signatures, and decision-making
documentation.

Yes X] No[_]
Yes[ ] No [X]

#27

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

There was a BSP, but it was more than one year old and there
has been no involvement of a behavior specialist since then.

Yes X] No[_]
Yes[ ] No [X]
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The behavior plan is not being followed and data are not
collected. The BSP did not meet the State’s minimum criteria
for content and quality.

The provider reported that the individual was doing well and
that a behavior specialist and BSP were not needed.

However, there are reasons why behavior supports should be
accessed and why the individual’s needs are not being met
without this involvement. First, the individual has a long history
of challenging behavioral issues and some input from a behavior
specialist can help inform the provider and team, such as by
considering variables in behavior occurrence from a behavior
analytic perspective.

Second, the individual was being treated with psychotropic
medications that had side effects. These were affecting the
individual’s ability to engage in conversation, mobility, and fine
motor skills, such as dressing and participating in general home
activities (e.g., cooking, laundry).

#28

This individual was not included in the QSR study.

#29

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed
with the Practice Guidelines. The reviewed BSP was noted to be
missing elements of the demographics, history and rationale,
person centered information, the FBA, plan for training,
signatures, and the decision-making documentation.

Yes X] No[_]
Yes[ ] No [X]

#30

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

The ISR Reviewer answered this No because the BSP did not
meet the State’s minimum requirements for content and quality.
The requirements that did not meet criteria were regarding

Yes X] No[_]
Yes[ ] No [X]
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targeted behaviors for increase (e.g., definition, examples,
measurement),

#31

This individual was not included in the QSR study.

#32

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Per the current ISP (dated 7/1/21 — 6/30/21), identified needs
included the prevention of property destruction, self-injury,
wandering and pica. Provided data on pica, physical
aggression, self-injurious behavior (SIB) and disruptive behavior
— collected at the residence between July 2020 and June 2021 —
revealed that pica occurred several times per week, physical
aggression occurred at least once (or more) per month in 8 of 12
months, SIB occurred at least once (or more) per month in 9 of
12 months, and disruptive behavior occurred at least once (or
more) per month in 11 of 12 months. Data from the day
program also indicated that aggression, SIB, and disruptive
behavior also occurred frequently most months between March

2021 and June 2021.

It was noted within the ISP (dated 7/1/21 — 6/30/21) that
therapeutic consultation behavioral services were required and
that a formal behavior support plan was in place. Indeed, a
behavior support plan targeting identified needs was reportedly
implemented and provided for review. However, the BSP was
inadequate as it did not include minimal elements as prescribed
by the Practice Guidelines. The reviewed BSP was noted to be
missing elements of the demographics, person centered
information, behaviors targeted for increase, plan for training,
appropriate signatures, and decision-making documentation.

Yes X] No[_]
Yes[ ] No [X]

#33

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:
Residential provider indicated that they had insufficient support

from REACH. The individual would repeat “I am asking for help,
1 am going through a psychiatric episode right now, why won’t they help

Yes X] No[_]
Yes[ ] No [X]
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me?” Residential provider reached out several times to request
more supports and was denied access to inpatient care.

Since data collection started in November 2019, the last two
months recorded, July & August 2021, evidence higher
frequency of challenging behaviors; visual analysis would
suggest that his target behaviors for decrease are “getting
worse”.

The BSP provided for review was determined to be inadequate
given that it did not include minimal elements as prescribed by
the Practice Guidelines.

In addition, evidence of adequate ongoing data collection
(including targets for increase and decrease) and review was
insufficient and incomplete, possibly inaccurate, for the
exhibited challenging behaviors.

#34

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The ISP (dated 10/1/20-9/30/21) indicates that this individual
requires routines and a structured environment to prevent
emotional outbursts, property destruction, assaults, and self-
injury. The ISP also identified behavioral strategies that can be
used to prevent challenging behavior (pre-teaching and
providing reinforcement), the use of environmental
modifications (avoiding certain clothes to prevent nonaggressive
but inappropriate sexual behavior), and staff responses to
challenging behavior. The ISP also notes that this individual
was supported with a behavior plan at his residential school and
that the proactive and reactive strategies from that behavior
plan were copied and pasted into the Part V: Sponsored
Residential (dated 10/1/20-9/30/21). Verbal reports indicated
that staff are trained by having them review this document.
Verbal reports and the ISP also indicated that this is sufficient
for training staff and managing challenging behavior. However,
with no formal behavior plan there is no clinical oversight of the
interventions, no behavior tracking, and no formal means of
identifying whether there is a need for change in intervention
over time.

Yes [X] No[_]
Yes[ ] No [X]

#35

QSR Auditor answered

Yes[ ] No [X]
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ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The Reviewer noted that the exceptional behavioral needs
identified within the SIS-A (dated 7/5/19) were not listed as
identified needs in the ISP (dated 10/1/21 —9/30/21). More
specifically, the SIS-A indicated that she required extensive
support for the prevention of emotional outbursts, assaults or
injurious to others, stealing, self-injury, pica, inappropriate
social behavior, and wandering. The ISP only included
descriptions of her self-injury. Verbal report estimated that her
SIB was likely to occur almost daily. In addition, verbal reports
estimated that aggression and fecal smearing occurred several
times per week.

The ISP also indicated that she required a referral for
therapeutic consultation behavioral services and that a formal
BSP was needed. However, current verbal reports indicated
that no behavioral consultation services had been obtained and
that no formal BSP was in place. Verbal report indicated that
the demand for behavioral services was greater than the current
supply in their community and that the current wait time
(estimated to be 6 months to 1 year) was typical due to the
insufficient availability of behavior services.

Yes[ ] No [X]

#36

QSR Auditor answered
ISR Reviewer answered

Issue identified, if ISR Reviewer answered No:

The SIS-A (dated 7/14/20) indicated that he required extensive
support for the prevention of emotional outbursts, assaults or
injurious to others, property destruction, self-injury,
inappropriate social (sexual) behavior, and elopement as well as
some support for the prevention of stealing, sexual aggression,
and maintaining mental health treatments (i.e., compliance with
his medication compliance).

At the time the ISP (dated 5/1/21 —4/30/22) was written, it
indicated that he was awaiting discharge from Western State
Hospital. Descriptions noted that he was previously
hospitalized at Western State Hospital from 12/6/19 —
5/15/20 and had been re-admitted on 6/11/20 and was
waiting discharge (planned for end of April 2021) to a

Yes X] No[_]
Yes[ ] No [X]
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community-based group home. Verbal report indicated that
these hospitalizations were due to his aggressive behavior.

More recent therapeutic consultation services team meeting
notes (dated 7/21/21, 7/29/21 & 8/3/21) described incidents
of physical aggression, SIB, and inappropriate social behavior
(masturbating in a public area of the home).

It was noted within the ISP (dated 5/1/21 —4/30/22) that he
had a formal BSP. However, a formal BSP was not provided
for review and verbal reports indicated that, although they were
in progress, an FBA and BSP had not yet been completed.

#37

This individual was not included in the QSR study.

#38

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

Although there was agreement between the Reviewer and the
QSR Auditor regarding the identification of behaviors that
could result in injury to self or others, there was a lack of
agreement on other behaviors that needed support. More
specifically, reports evidenced behaviors that were disruptive to
the environment, that impeded his ability to access a wide range
of environments, that impeded his ability to learn new skills, and
that negatively impacted his quality of life and greater
independence. In addition, the Reviewer, unlike the QSR
Auditor, noted that both physical and chemical restraints were
utilized.

Residential quarterly reports (dated 12/1/20 —2/28/21)
evidenced incidents of self-injurious behavior (requiring first
aid), property destruction (e.g., tampering with electrical cords,
loosening water supply hoses in the bathroom), and multiple
episodes of urinary and fecal incontinence that was reportedly
done on purpose. Descriptions also revealed the frequent use of
PRN medication (Clonazepam).

Residential quarterly report (dated 3/1/21 —5/31/21)
evidenced incidents of emotional outbursts, self-injurious
behavior (e.g., removed his fingernail) that required staff
intervention (including first aid), physical aggression (toward a
peer and staff) and property destruction (including taking apart

Yes X] No[_]
Yes[ ] No [X]
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his alarm clock and attempting to break the pantry door). In
addition, he had multiple episodes of urinary and fecal
incontinence that was reportedly very disruptive and done on
purpose. Further notation revealed that he was physically
restrained during an aggressive incident (on 5/15/21) as well as
received his PRN medication (Clonazepam) on multiple
occasions.

Opverall, although verbal reports indicated that his behavior had
significantly improved since his admission, he continued to
display behavior that placed him and others at risk of injury and
that led to injury requiring first aid, the use of PRIN medication,
and physical restraint.

There is no formal behavior support plan currently in place.
The ISP (dated 3/1/21 — 2/28/22) indicated that referral for
therapeutic behavior consultation as well as a formal BSP was
not needed. The Reviewer determined, however, that formal
behavioral assessment and intervention was necessary given the
nature of the unsafe and disruptive behavior and related
outcomes.

When questioned about the availability of behavioral services in
their area, verbal reports indicated that care providers had great
difficulty in the past when trying to access available behavioral
service providers. When questioned about current availability,
verbal reports indicated that they would likely have great
difficulty in accessing behavioral consultation given the absence
of appropriate providers.

#39

QSR Auditor answered
ISR Reviewer answered
Issue identified, if ISR Reviewer answered No:

The individual’s BSP was more than one year old, did not meet
the State’s minimum requirements for content and quality, and
there was little evidence of staff training. The individual
continued to exhibit problem behaviors, including aggression
(sometimes to a police officer) and running away from the group
home (sometimes for days at a time).

Yes X] No[_]
Yes[ ] No [X]

#40

This individual was not included in the QSR study.
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Attachment 3

MONITORING QUESTIONNAIRE
UNITED STATES v. VIRGINIA

SECTION 1: Demographics

1. Individual’s Name:
2. Age Range:
[Junder21 []21-30 []31-40 []41-50 []51-60 []61-70 []71-80 []81-90
3. Gender: [ ] Male [ ] Female
4. Residential Provider:
5. Address:
6. Telephone Number:
7. Type of Residence:
[] Family/Own Home
[] Sponsor Home
[] Supported Apartment
] Group Home
[ ]ICF
[] Other (please specify):

8. Documents Reviewed:

9. Interviews Conducted:
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SECTION 2: Need for Behavioral Support

Does the individual engage in any behaviors (e.g., self-injury, aggression, [ JYes [ INo
property destruction, pica, elopement, etc.) that could result in injury to self or
others?

If Yes, describe the behavior and how often it occurs:

Does the individual engage in behaviors (e.g., screaming, tantrums, etc.) that [ JYes [ INo
disrupt the environment?

If Yes, describe the behavior and how often it occurs:

Does the individual engage in behaviors that impede his/her ability to access a | [ |Yes [ |[No
wide range of environments (e.g., public markets, restaurants, libraries, etc.)?

If Yes, describe the behavior and how often it occurs:

Does the individual engage in behaviors that impede his/her ability to learn new| [ |Yes [ |No
skills or generalize already learned skills?

If Yes, describe the behavior and how often it occurs:

Does the individual engage in behaviors that negatively impact his/her quality | [ [Yes[ |[No
of life and greater independence?

If Yes, describe the behavior and how often it occurs:

SECTION 3: Supplemental Questions

Has there been a psychiatric hospitalization? [ IYes [ INo

If yes, list the date he/she was hospitalized and the length of stay:

Has there been an emergency room visit or unexpected medical [ IYes [ INo
hospitalization?

If yes, list the date(s) and the reason(s):

Has there been use of physical, chemical, or mechanical restraint? [ IYes [ INo

If yes, list the date and reason:

Have any rights been restricted (e.g., locked food, restricted access to clothing [ IYes[ INo
or other items, etc.)?

If yes, describe the reason and the actions planned to regain rights and/or
minimize the impact:
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SECTION 4: Nature of Behavioral Support

If yes:
a. Was the BSP developed (or updated) within the last 12 months?
b. Was the BSP developed for the current setting?

c. Was the BSP developed by a Licensed Behavior Analyst or a Positive
Behavior Support Facilitator?

d. Is the BSP currently overseen by the author or similarly trained
clinician?

10. Was there evidence that an FBA was completed? [ lYes [ No
If yes:
a. Was the FBA developed or updated within the last 12 months? |:|Yes |:|N0
b. Was the FBA completed by a Licensed Behavior Analyst or a Positive
Behavior Support Facilitator? |:|Yes |:|N0
11. Was there evidence that a BSP was completed and implemented? [ lyes [ No

[ IYes [ INo
[ IYes [ INo
[ IYes [ INo

[ IYes [ INo

SECTION 5: BSPARI Summary

If “Yes” on Item #11, then score Items #12-24; If ‘No”, skip items #12-24.

12. | Demographics: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
13. | History & Rationale: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
14. | Person Centered Information: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
15. | FBA: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
16. | Hypothesized Functions: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
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Was there evidence that all minimum elements were present?

17. | Behaviors Targeted for Decrease: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
18. | Behaviors Target for Increase: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
19. | Antecedent Interventions: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
20. | Consequential Interventions: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
21. | Safety and Crisis Guidelines: Points
Was there evidence that all minimum elements were present? [ IYes [ INo[_INA
22. | Plan for Training: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
23. | Appropriate Signatures: Points
Was there evidence that all minimum elements were present? [ IYes[ INo
24. | Decision Making Documentation: Points

[ 1Yes [ INo

SECTION 6: Training, Monitoring, & Service Implementation

If “Yes” on Item #11, then score Items #25-27; If “No” score items #25-27 “NA”

authorized?

25. | Was there evidence (documentation) that care providers who support the | [ [Yes[ [No[ [NA
individual successfully completed competency-based training on the
current BSP within the last year?

26. | Did verbal reports from care provider(s) indicate that the Behavior Support | [ ]Yes [ [No [ INA
Plan was implemented with a high degree of fidelity?

27. | Were changes made to the BSP, as appropriate? [ ves[ INo [_INA

28. | Are behavioral services available and occurring as needed, and as [ Yes[ INo [_INA
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REVIEWER’S NOTES

ISSUES

Reviewer’s Name / Title:

Date(s) of Review:
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Attachment 4

Document Request

The following documents will be obtained, organized and made electronically accessible to the
current study’s author and other reviewer(s):

Practice Guidelines developed by the Commonwealth (on the minimum elements that
constitute an adequately designed behavioral program and use of positive behavior
support practices)

Evidence that the Practice Guidelines were provided to behavior consultants by the
Commonwealth

Permanent DD waiver regulations, including expectations for behavioral programming
and the structure of behavioral support plans, and evidence (including date) that they
were approved

Summarized results and findings for the selected individual and documentation related to
the QSR study DBHDS’s 2021 QSR study DBHDS’s 2021 QSR study

For each selected individual:

The Service Eligibility Assessment (e.g., SIS) which placed the individual in level 7 for
the QSRs.

Current Individual Support Plan (ISP) (including Section V for any care provider
involved with participating in the delivery of behavioral supports)

Current Functional Behavior Assessment (FBA)

Current Plan for Supports (aka Behavior Support Plan, Behavior Intervention Plan,
Positive Behavior Support Plan, or similar)

Behavior related training documentation relative to the current plan for supports (i.e., to
evidence training provided to family members or providers, and their supervisors who are
providing behavior programming)

Copy of a current blank data sheet (i.e., used to track behaviors targeted in the plan for
supports)

Data for target behavior (behavior to decrease) and replacement behavior (behavior to
increase) for the last three months

Data summaries (e.g., monthly) and/or graphed data and analysis (from the last three
months) reflective of ongoing data review

Any documentation of the case managers’ assessments of the appropriate implementation
of behavioral supports and any related changes of status, as applicable.

Any documentation reflective of revisions or amendments to the Plan for Supports (or the
need thereof)

Other documentation and/or notes reviewed and/or completed by the 2021 QSR study
reviewers during the period of the review
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